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ABSTRACT OF THE THESIS
Religious Coping among Caregivers of Individuals with HIV/AIDS

by
Boitumelo Rakwena
Master of Arts, Graduate Program in Psychology
Loma Linda University, September 2005
Dr. Kiti Freier, Chairperson

This study examined how religion affects one’s psychological health as he/she
deals with life crisis. Religious coping strategies explained variance above and beyond
demographics variables. Although religious and spiritual beliefs and practices have been
frequently associated with greater psychological well-being among the illness
populations, religious coping remains rather unexplored. Further, studies on the role of
religious coping on caregivers of the chronically ill are even less available. Therefore,
the purpose of this study was to explore religious coping in parents/caregivers who care
for teens/adults with HIV/AIDS. This study proposed to examine this facet of illness in a
community health center in Botswana. It is hoped that this research may provide
information that is beneficial to individuals caring for a person living with AIDS,
specifically for those living in Botswana.
It was hypothesized that religious coping will impact psychological status in
caregivers of youth/adults with AIDS and patient’s symptoms, with some beliefs creating
a stronger positive impact than others for parents or caregivers of teens/adults infected
with HIV/AIDS. Subjects for this study were recruited from their homes and HIV/AIDS
health care centers/clinics in Botswana. Volunteer parents/caregivers were asked to
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complete the Religious Coping Activities Scale assessing religious beliefs, as well as a
measure of psychological adjustment, which for this study was the Beck Inventory
Depression, while patients completed Brief Symptom Inventory-IS. Positive and
negative religious coping factors were predictive of psychological and physical
outcomes. Wrong roads religious measure was not predictive of the patient’s symptoms.
It is hoped that this study would provide results that are important to professionals
working with parents/caregivers of teen/adults with HIV/AIDS and designing
interventions to meet the needs of parents for whom religion plays a significant role.
There is a need for therapists and other professionals to have an understanding and
knowledge to help an individual who might be using negative religious coping to meet
his or her needs more effectively.

vm

Introduction

The HIV/AIDS epidemic poses a major challenge and threat worldwide especially
in sub-Sahara Africa. This disease threatens one’s physical, social,
emotional/psychological, and economical life. In addition, those that contract HIV/AIDS
are often stigmatized and perceived as outcasts within many societies.
By the end of 2001, 40 million people globally were living with HIV/AIDS, and
of those 28.1 million were in sub-Sahara Africa (UNAIDS/WHO, 2001). The grave
threat that is being posed by AIDS, particularly since there is no cure for this disease,
prompts researchers to attempt to understand the mechanisms which may ameliorate
symptoms associated with AIDS. When examining the more recent research literature
concerning issues related to HIV/AIDS, it is apparent that great strides are being made to
assess how psycho-social variables are related to positive outcomes for AIDS patients.
Several areas of psychosocial functioning have been identified as having a potential
impact on the HIV/AIDS disease process and patient well-being. Among these variables,
religious coping has been found to effect individuals who suffer from a multitude of
health conditions. While the patient themselves has been a focus of current research less
but potentially as important investigation has been afforded the caregivers of persons
with HIV/AIDS. It is hypothesized that similar psychological factors may be of similar
impact on people caring for individuals living with HIV/AIDS. Although, as noted
previously, several coping mechanisms exist, the present study will focus on the religious
faith of the caregiver.
Several HIV/AIDS studies have concluded that there is a great deal of stress
connected with the HIV/AIDS epidemic (Kaplan, 1996; Morse & Johnson as cited in
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Schwartz, 2000). Hence, many people, when confronted with life threatening events,
depend on their religious faith to help them deal with the illness. However, it is positive
religious coping, which has been associated with better psychological outcome, while
negative religious coping is connected with poorer outcome (Pargament, 1997). The
purpose of this study was to determine how religious coping skills may impact the
psychological status of caregi vers of teens/adults who are infected with HIV/AIDS, and
also potentially impact patient’s symptoms.

Literature Review

HIV/AIDS Stages
HIV infects cells in the immune system and the central nervous system. The
primary cells infected by HIV are called the T helper lymphocyte cells. These cells
coordinate all other immune cells and as a result, any damage of the T helper cells
seriously impacts the immune system. Once the HIV virus has the entered cells, it
replicates and the infected cells die. However, the immune system continues to fight
HIV, immediately destroying HIV infected cells and substituting the T helper cells that
have been lost until over time, the immune system loses the struggle to fight HIV
(Montagnier, 2000).
Acquired Immunodeficiency Syndrome (AIDS), defined as a “viral disease that
impairs the immune system of the human body, leaving it prey to a great variety of the
infections that would be readily suppressed by a functioning immune system” (Britannica
Encyclopedia, 1994, p.170), may progress in stages. These stages are described by
Montagnier (2000) as three natural progression phases of this disease: (a) primary
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infection, (b) silent, and (c) clinical illness.
The primary infection may manifest itself by a short-term illness condition, which
usually results in the infected person experiencing flu-like symptoms lasting from a few
days to several weeks. In other instances, no observable symptoms may develop and
hence this stage may go unnoticed (Montagnier, 2000).
Thus, the silent stage may continue for years without any clinical symptoms.
During this stage, there may be small biological anomalies that start to be visible over a
period of time and progressively becoming more severe (Montagnier, 2000). In the
clinical illness stage, the immune system becomes severely impaired, and can no longer
perform its functions; opportunistic illnesses start to appear, it is then that it becomes
“full blown AIDS” (Montagnier, 2000, p. 101). The fact that the infected individual may
remain healthy for many years, while being capable of spreading the HIV virus to others
poses one of the greatest dilemmas and hinders progress in the treatment and prevention
of HIV/AIDS. Indeed, HIV/AIDS may lead to devastating effects including mortality.

Effects ofHIV/AIDS Epidemic
Social Effects. Chronic illnesses (such as AIDS) may affect families or people
caring for these individuals in many ways. One serious effect of the AIDS epidemic is
the increasing number of orphans who are in need of care and supervision because their
parents have died of the HIV. According to the UN AIDS ( 2000) there will be an
increased burden of stress for the extended family, who often bear the burden of caring
for children orphaned as a result of AIDS. At the societal level, there will be an
increased demand to provide services for these orphans such as school fees and health
care. Orphaned children are also themselves particularly vulnerable to the disease and
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thus potentially at an increased risk of poor health and malnutrition (Ayieka, 1997).
However, there are conflicting data on the connection between nutrition and orphan
status (Ryder et ah, 1994).
HIV/AIDS also directly affects the survival of many children whose mothers have
transmitted the disease to them at time of birth. In several African countries
approximately 30 to 40 percent of children bom to mothers with HIV will also be
infected, and will die of AIDS within 2 years (UNAIDSWHO, 2001). As a result and in
stark contrast with children world-wide, children in southern Africa have a shorter life
expectancy than their grandparents (UNICEF, 2001). In Zimbabwe 70 percent of deaths
in children younger than 5 years of age are due to AIDS (UNAIDS/WHO, 2001).
Mortality is estimated at 25-45 percent by their first birthday and 35-59 percent at 2 years
(UNAIDS/WHO, 2001).
This epidemic also impacts the care provided to an individual living with
HIV/AIDS. Studies indicate that once an individual is HIV/AIDS infected, she or he has
to be prepared to be negatively or positively supported by their family (LindbaldGoldberg, Dukes & Easley, 1988). For instance, Schwartz (2000) points out that family
members as well as assumed caregivers often attempt to isolate themselves from their
family member with HIV/AIDS. It is assumed that this occurs due to the intention of
avoiding seeing their relative suffering. On the other hand, other family members, report
that helping an individual to deal with the stress that accompanies AIDS, helps increase
their own self-esteem (Kovacs & Feinberg as cited in Schwartz, 2000).
Stigma and Communication Effects. World wide, individuals with HIV/AIDS
continue to be stigmatized and discriminated against even in sub Sahara Africa where a
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significantly large portion of the population has been diagnosed with HIV/ AIDS
(Cameron, 2000; Goldin, 1994; Malcolm et ah, 1998; UNAIDS, 2000).The stigma may
extend beyond the infected individuals to those closely related to them. This is especially
evident for those providing care for individuals with AIDS (Brabant, 1994; Powell-Cope ,
Shalabi & Thoressen, 2003). The stigmatization often comes in the form of negative
attitudes towards, and disassociation with, those who are caring for family members with
AIDS.
Fear of a negative reaction may prevent or postpone an individual ill with
HIV/AIDS from returning to his home community or may lead others to leave for places
where they can have greater anonymity or acceptance (Brown & Sankar, 1998; Sankar et
al, 1998). Consistent with fear and reaction towards a person living with HIV/AIDS, one
study revealed that 1 in 5 American adults reflect that they fear a person with AIDS.
Additionally, 1 in 6 acknowledged having “feelings of disgust” toward an individual with
AIDS (Valdiserri & Ronald, 2002). Sadly the fear of stigmatization and discrimination
frequently discourage individuals living with HIV/AIDS from coming forward for HIV
testing, counseling, and treatment; from informing their sexual partners, family and
friends about their seropositive status; and from receiving guidance and support for
HIV/AIDS related behavioral changes and responses (Herek, 1999). On the other hand.
the discrimination and the stigma associated with AIDS have motivated gay men,
including those with HIV/AIDS, to find ways to defy the stigma associated with AIDS
and avoid some of its negati ve consequences. As Weitz (1991) recounts, some gay men
living with HIV/AIDS have dealt with the stigmatization and discrimination by engaging
in altruistic AIDS work and activism. Similarly, others have proposed that through
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participation in AIDS movement, gay men are able to cope with the stigma and
discrimination and developed a positive sense of themselves (Kobasa, 1991).
Emotional Effects. Emotional effects experienced by the affected person and their
family members include feelings of hopelessness, sadness, depression, fear and anger (
Sarafmo, 1998). HIV/AIDS may make a person infected with the disease feel guilty,
blame himself or herself, and believe that God is punishing him or her. For example,
Pargament, (1995) found that in counseling young people infected with HIV/AIDS, their
guilt and blame is often associated with religious beliefs about having sinned against
God.
Though people diagnosed with HIV and AIDS experience symptoms of anxiety
and depression, women are more likely to experience higher levels of psychological
distress than men (Franke et al., 1992; Rabkins et al., 1997). This difference in stress
level is attributed to disparities in contextual and sociocultural issues, such as poverty,
child care responsibilities; responsibilities for providing care to others infected with HIV,
and the differential stigmatization and social isolation those women with HIV experience
(Catz et al., 2000). In addition, both adults and children are known to socially and
emotionally isolate themselves from an individual infected with HIV/AIDS. However,
children’s attitudes towards patients with HIV/AIDS are found to be more negative than
adults (Schieman, 1998; Deloye, Henggeler & Daniels, 1993).
Moreover, researchers have examined the effects of HIV/AIDS and emotional
health, and concluded that higher levels of psychological distress has an adverse effect on
quality of life, and also have been associated with poor treatment compliance, as well as
higher rates of risk behavior for HIV transmission among persons who are living with

7
HIV/AIDS (Catz e tal., 2000).
Economic Effects for HIV/AIDS. Illness and death of individuals with HIV/AIDS
can impact a family economically in numerous ways. Famham & Gorsky (1994) point
out that a significant portion of the costs arising from the HIV/AIDS epidemic are due to
increases in employment-based insurance premiums for employers. Employers may have
to pay higher medical and life insurance premiums for the HIV infected workers and their
co-workers. For instance, a 1994 report by Famham & Gorsky estimated a $US32,000
higher total benefit cost over 5 years for an employer to hire HIV/AIDS employee in the
United States. A Zimbabwe Insurance company after realizing that 45 percent of
insurance claims during 1995-1996 were AIDS related, initiated restrictive practices,
such as, testing before hiring, excluding high -risk groups and inserting clauses that
restricted benefit in the event of death connected to HIV/AIDS (Bollinger et al, 1999).
In addition to incre-ased insurance premium, employers usually give other
benefits, including sick leave, life insurance, funeral expenses, and retirement or pension
benefits to individuals affected with the AIDS vims. In South Africa, benefit costs for
workers with HIV/AIDS was predicted to rise from 7 percent of the wage compensation
in 1995 to 19 percent by 2005 (Bollinger et al., 1999).
Through the introduction of highly active antiretroviral therapy (HAART) people
with HIV/AIDS are able to live longer and remain more productive at work. However,
the direct acquisition cost of HAART is very high, leading to increases in financial
barriers and disparities in access to effective therapy (Sendi, Palmer, Galfin & et al
2001). This is particularly true for individuals living with HIV/AIDS in resource-poor
countries or businesses with production operations in developing countries, where access

8
of antiretroviral drug therapy is highly constrained due to limited financial resources
(Sendi et al, 2001).
Another way in which HIV/AIDS epidemic can have an impact economically is
through the loss of productivity. Due to high mortality and severe morbidity, the effect
of HIV/AIDS infection on the workforce can be a major economic loss to a business.
Typically, HIV/AIDS employees are likely to become less productive and need more
time off work, especially as the disease progresses (Aventin & Huard, 1997).
Employees’ family members are also affected by HIV- associated illness as their work
hours may also be lost to meet care needs.
In addition, there has been a noted increase in cost due to new training and hiring
with employee losses. Since the 1980s, the business workforce has experienced an
increase in staff turnover in countries and regions where the HIV prevalence rate is high.
Due to severe complications and the high mortality rate among HIV-infected workers, it
is not uncommon for businesses to lose skilled staff members (Leigh et al, 1995). It may
be difficult for an organization to replace skilled position, and as a result the firm may be
taken over by inexperience individuals.

Epidemic ofHIV/AIDS in Botswana

HIV/AIDS and its Treatments in Botswana
Major steps have been taken to fight the HIV/AIDS epidemic in Botswana, but
with unsuccessful results. For instance, the Botswana government promoted behavior
change (including sexual abstinence, poster messages displayed all over the country
encouraging people to be monogamous, etc.), free condoms distributions, wide spread
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education campaigns, messages in the newspaper, on billboards and on the radio “AIDS
Cuts a Swathe Through Botswana, 2000” with little positive change.
AZT, (a viral inhibitor), was first used in an attempt to lower the progression of
the disease in pregnant mothers but was latter found to be ineffective. Later a
combination of the three viral inhibitors including protease inhibitors was shown to
dramatically reduce viral infection in the unborn children of women who have AIDS
(Montagnier, 2000). Currently, Botswana is the first African countiy to provide free anti
retroviral drugs to anyone who needs them “AIDS Cuts Swathe Through Botswana”
(2000).

In fact, the high incidence rate of AIDS in Botswana and the increasing feeling
that the numerous efforts attempting to sensitize the population to the dangers of AIDS
are not having the desired effect has forced the government to consider a number of new
and often controversial measures. A few of these centered on what appears to be a
radical and aggressive approach based on a philosophy that sees identification of the HIV
status of persons as an integral part of the campaign (Fombad, 2001). Early in 2000, the
lack of education related to the AIDS virus coupled with the wide spread secrecy among
individual with AIDS were sited with crucial factors in the epidemic spreading out of
control. The Minister of Transport and Communications suggested that the cause of
death of HIV/AIDS patients should be announced at the funerals, so that youth could see
that AIDS kills. Later on, the government initiated compulsory AIDS tests for those
going on scholarship to study abroad. In the state of the Nation address, the President,
Festus Mogae, who had earlier won an international award for his openness and
campaign against HIV/AIDS indicated that over half of the natural deaths in the country
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were associated with HIV and proposed plans to introduce a new law demanding HIV
patients disclose their status to all their sexual partners (Fombad, 2001). However, all
these measures were hindered by the fact that when it becomes publicly known that an
individual is HIV positive it can be devastating and can result in social ostracism,
rejection, by the family or friends and isolation at a time when the support of these very
individuals is of vital significance (Fombad, 2001). Despite treatments and prevention
measures provided, Botswana is still reported to have the highest prevalence of
HIV/AIDS in the world (UNAIDS, 2002).
Young People/Adults and HIV/AIDS in Botswana
Since AIDS has appeared as an epidemic in Africa, the devastating and deadly
disease has taken some 19 million lives world-wide and it is expected to reduce life
expectancy to thirty years of age in African countries “AIDS and Church in Africa”,
2000. Although HIV/AIDS poses a serious health threat and challenge throughout the
world, AIDS incidents continue to increase at an alarming rate in Africa especially in
Botswana.
Botswana, which has benefited from a stable social structure, wealth of natural
mineral resources, as well as its unbroken record of parliamentary democracy, is among
many countries seriously affected by the HIV/AIDS epidemic. Young people, ages 2045, who are sexually active are at the highest risk for contracting AIDS. Forty five
percent of the population in Botswana is between the ages of 15 and 49 years, and this
age group accounts for 89 percent of reported cases of HIV/AIDS. Youth, 15 to 29 years
have the highest rate of the HIV/AIDS infection, accounting for 56 percent of the
reported cases in 1996 (Medium Term Plan, 1997- 2002).
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Ball, Anna-Marie and Manitoba (1997) point out that young people are
increasingly at risk of being infected with the HIV virus. For instance, in Botswana the
rate of teen pregnancy and sexually transmitted diseases remains on the rise regardless of
the availability of condoms and education concerning sexually transmitted diseases
HIV/AIDS (Ball et ah, 1997).
UN AIDS (2002) statistics indicate that out of 29 million people infected with
HIV/AIDS, 10 million are young people (ages 15-24), and 3 million are children under
the age of 15 in sub-Sahara Africa.

Furthermore, demographers predict that 66 percent

of the young people (age 15) in Botswana will die of AIDS before reaching age 50 (Scott,
2000).

Furthermore, Clark & Stephanie (2002) have found that young people in the subSahara region start having sex at an early age (approximately age 13 for boys, and 14 for
girls), and in most cases, they do not use condoms. Zosia (2000) postulates that many
young people living where HIV/AIDS is prevalent are still lack basic knowledge about
how the virus is contracted and how to protect themselves from the infection.
It is also clear that the impact of HIV/AIDS on the health sector is great. The
AIDS/STD Unit, Botswana Ministry of Health in the Medium Term Plan 11 for
Botswana (1997-2002) states that 50 percent of the admissions in the medical and
pediatric wards of the two major referral hospitals in Botswana are for patients with HIV
related illnesses. In addition, Motsa (1999) pointed out that 65 percent of hospital beds
throughout the country are occupied by people infected with HIV/AIDS.
The effects of the HIV/AIDS epidemic extend well beyond the individual
diagnosed with HIV/AIDS. The HIV/AIDS epidemic creates challenges for both the
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person living with AIDS as well as their family members or their caregivers. Hence, this
section will discuss the challenges confronted by people caring for an individual living
with HIV/AIDS.

Caregivers and Challenges ofHIV/AIDS
The worldwide HIV/AIDS epidemic has brought to the fore the impact and
burden of the illness, not only on the individuals infected with HIV/AIDS, but also their
caregivers. Similar to the caregivers who assist family members who are diagnosed with
other terminal illnesses, those caring for individuals with HIV/AIDS encounter numerous
care giving-related stressors. These stressors include emotional distress, health concerns,
grief, and disruption to employment, finances, living arrangements and relationships
(Irving et al., 1995; Wardlaw, 1994; Wright et al., 1985). However, the burden of caring
for those patients living with HIV/AIDS is more likely to be exacerbated by a number of
factors including: the stigma associated with AIDS, the recency and severity of the
disease, connections with homosexual and drug using life styles, the age of caregivers,
the frequent lack of family of original support, and the risk of contagion. Additionally,
problems can arise when those caring for family members with HIV/AIDS have also
been diagnosed with HIV/AIDS (Folkman, 1997; Folkman et al., 1994; Irving et al.,
1995; Wardlaw, 1994; Wight et al., 1998).
According to Powell-Cope & others (2003), when caregivers become withdrawn
and isolated from traditional social supports because of the stigma associated with AIDS,
caregivers may be reluctant to turn to formal agencies for help for themselves or their
families. Poorer self-reported health, chronic health problems, and physical and
psychological stress symptoms are frequent among individuals caring for chronic and
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terminally ill family member other than AIDS (Wight et ah, 1998). Taking into
consideration the variety of threat and challenges posed by the HIV/AIDS epidemic, one
area of importance is to examine the coping mechanisms that caregivers use while caring
for individuals living with HIV/AIDS.

Religious Coping
Though several types of coping mechanisms exist, this study will focus
specifically on one that has been recognized to be influential; religious faith. Pargament
(1995) defines spirituality as a connection with the transcendent power that provides
meaning, and purpose for one’s existence, and affects the way in which an individual
functions in the world. On the other hand, religion is described as meaning system that is
unique in centering on what is perceived as sacred, and itsspecial capability to address the
quest for meaning (Pargament, 1997). People often turn to religion and spirituality in an
attempt to cope when confronted by a threatening illness (Dein, Stygall, 1997; Demi,
Moneyham, Sowell & Cohen, 1997; Dunbar, Mueller, Medina, & Wolf, 1998; Jenkins,
1995). In recent years, religion and spirituality have been shown to be effective strategies
in coping with severe illness. (Pargament et al., 1988).
Pargament et al., (1988) note that religious faith provides an individual with
guidance, support, hope as well as emotional support. Several studies have indicated that
older adults faced with stressful life events, such as illness, commonly use religion or
spirituality as their coping technique (Conway, 1985-1986; Koeng, Cohen, Blazer,
Pieper, Meador, Shelp, Goli, & Disasquale, 1992).
In one study, Pargament and other colleagues (1988) describe the three major
religious coping styles; the collaborative coping style, the self-directive coping style, and
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the differing coping styles. Pargament, Ensing, Falgout, Oslen, Relly, Van, Hatsima &
Warren, (1990) notes that the collaborative coping style is the most commonly used form
of religious coping. In this strategy, both an individual and God work together to solve
problems. God provides an active voice that influences and guides his or her servant
(Pargament et al., 1988). On the other hand, in the self-directing coping style an
individual believes that God provides him or her with tools and resources to solve his or
her problems (Pargament et al., 1990).

The deferring coping style is used when an

individual depends on God to provide him or her with problem solving technique that
should be used. This coping mechanism is suggested to be a powerful tool when one’s
personal control is no longer effective or possible. Wong-McDonald and Gorsuch (2000)
point out those differences in coping styles show variation in religious motivation,
dogmatic beliefs, and degree of commitment.

Religious Coping and Illness
Johnson & Spika (1991) have reported that faith and prayer allow an individual to
express his or her feelings, especially anger, disappointment and fear that usually
accompany serious illnesses; promote a closer connection with God; and provides a
chance for contemplation and meditation.
Studies reveal that 88 percent of hospitalized cancer patients use a variety of
spiritual activities and resources while dealing with their illness (Sodestrom & Martinson,
1997). In another study Ackin, Brown, & Manger (1993) have found that religious
beliefs are positively associated with better outcomes, such as low levels of anxiety, and
depression. However, Siegel & Schrimshaw (2002) point out that little is known about
how religious and spiritual faith may help an individual infected with HIV deal with their
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health problems.
Other studies have suggested several reasons why people often turn to their
religious beliefs when confronted with terminal illness and disabilities. Ellison (1994)
states that many religious traditions profess and believe in the power of religious healing,
hence practicing one’s religious faith may assist in maintaining hope regarding individual
belief for improvement or recovery. On the other hand, Pargament (1995) argues that
when an individual is faced with a stressful event and feels that he or she lacks control
over the outcome, religion may hold out the ultimate control through God’s intervention.
Lemer (1980) points out that religious decoding of negative events may provide a way
for preserving fundamental beliefs in an unjust world.
Kirkpatrick (1992) stresses the psychological benefits of seeing God as
accessible, and someone ever present. Lastly, other studies have suggested that when an
individual is confronted with a severe illness, the church may provide an individual with
support given that churches are historically known to be strongly identified with
providing compassion (Ellison, 1994; Taylor & Chatters, 1988).
Importantly, regardless of the wide spread use of religious coping styles and their
ability to enhance the mental and physical outcomes, it has been suggested that social
scientists often neglect spirituality and religion as an important coping tool (Johnson &
Spilka, 1991).

Religious Coping Among Individuals with HIV/AIDS
Despite substantive research documenting the relationship between various
religious dimensions and physical and mental health, surprisingly little attention has been
given to the study of religion among indi viduals living with HIV/AIDS (Koenig,
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McCullough & Larson , 2001; Powell, Shahabi & Thoressen, 2003; Plante & Sherman,
2001). importantly, many studies have found that religiosity among individual living
with HIV/AIDS is more often expressed in terms of a God or higher power rather than
belonging to a religious denomination or attendance of religious services (Siegel &
Schrimshaw, 2002; Durbar, Mueller & Medina, 1998; Richards & Folkman, 1997). This
is not surprising, given the stigma many religious organizations attach to the HIV disease
and modes of transmission (Hall, 1998; Fortunate, 1987; Schwartzberg, 1993). However,
it is significant to note that many individuals with HIV/AIDS still retain their faith and
often opt to attend religious services at their church (perhaps even disclosing their
HIV/AIDS status to a few members) (Latkin, Tobin & Gilbert, 2002; Simoni & Ortiz,
2003).

Further, several religious and spiritual coping techniques have been identified
among individuals with HIV/AIDS. Studies of men who identify themselves as gay
suggest that spiritual transformation and beliefs in a higher power are strategies that
reportedly help them to deal with challenges caused by illness as well as their status as
sexual minorities (Richards & Folkman, 1997; Schwartzberg, 1993)). Among inner city
HIV positive drug users, prayer, and belief in a higher power are common religious and
spiritual coping methods. In studies among women (primarily African American) with
HIV, the collaboration between themselves and God/higher power, belief in miracles, and
prayer are coping techniques that they use to deal with their HIV status (Kaplan, Marks &
Mertens, 1997; Woodard & Sowell, 2001; Biggar, Forehand & Devine, 1999; Sowell,
Moneyham, Hennessy & et al., 2000).
Recent studies have found moderate associations between spiritual dimensions
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and mental health, psychological adjustment, and coping in an individual living with the
HIV/AIDS disease. Somlai et al. (1996) identified that individuals living with HIV/AIDS
were more likely to participate in prayer practices and formal religions than their noninfected counterparts. This is consistent with previous studies, for example, Carson et al.
(1990), found spiritual activities such as meditation, imaging, and prayer were intricately
related to perceptions of well-being among long- term survivors of AIDS. Additionally
studies have found that long-term survivors of AIDS who displayed an ability to
overcome negative life stressors also demonstrated a positive spiritual health through
participation in prayer and meditation (Carson, 1995).
Global Measures of spirituality have also been significantly related with positive
psychological outcomes. Particularly, among women with HIV/AIDS, greater
engagement in spiritual activities is tied to decreased emotional distress, lower
depression, greater optimism, and overall better psychological adaptation (Biggar,
Forehand & Devine, 1999; Sowell, Moneyham & Hennessy, 2000).
Recent research has extended beyond investigations of coping at the individual
level to the effects of spiritual support provided by faith congregations and one’s
ethnic/cultural heritage and traditions. Significant differences have been found among
faith congregation’s responses to the spiritual needs of individuals with HI V/AIDS
(Somlai et al., 1996). This finding implies that clergy need to take specific steps to
influence their congregation to provide spiritual support and care to individuals living
with HIV/AIDS. In addition to the spiritual and psychological benefits this is also crucial
considering the fact that people living with HIV/AIDS often experience a diminished
quality of life. For instance, a study conducted by Heckman et al. (1996), report several

18
concerns that HIV/AIDS patients often experience. These include physical deterioration,
neurological deterioration, loss of financial resources, prospect of early death, significant
changes in social relationships, disruption of existing relationships, and barriers to the
formation of new social ties.

Religious Coping and Caregivers
Although there is lack of information on religious coping and caregivers for
patients living with HIV/AIDS, another group, family caregivers of cancer patients who
frequently face significant physical, social, and emotional problems, is reported to rely
heavily on their faith to cope with these burdens (Rabkins et al., 1997). When
researchers at Hopkins University studied caregivers of individuals in the last stage of
cancer and Alzheimer diseases, they found that successful coping was mainly associated
with two variables: number of social contacts, and support received from religious faith
(Rabins et al., 1990). When these individuals were followed for two years to identify the
characteristics that predicted faster adjustment to the caregiver’s role, again only number
of social contacts and social support received from personal religious faith predicted
better adaptation over time (Rabins et al., 1993). This would suggest that also for the
caregiver of the HIV/AIDS individual, having support from one’s religion appears to be
one of the most significant factors responsible for successful coping with stress of
caregivmg.

Positive Religious Coping
As already mentioned above, people who are terminally ill tend to depend more
on their religious beliefs to relieve feelings of helplessness, stress, maintain sense of
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control, restore hope and meaning to life. However, there is both positive and negative
(discussed below) religious coping and it is positive religious coping which is associated
with better outcomes (Koeng, Larson & McCullough, 2001). Some types of positive
religious coping may include statements such as; viewing illness as the will from God, or
as an opportunity to learn something, or for seeking spiritual support (Pargament, 1997).
According to Wight and others (1998), people who report a higher sense of
spiritual support and collaborative religious coping (e.g. spiritual support and guidance
by divine power in times of crisis) usually experience better health outcomes. For
instance, in caregivers of Alzheimer patients, those individuals who report relying on
spiritual support were less stressed than those who did not rely on spiritual support.
Pargament et al., (1990) conducted a factor analysis of 31 religious coping
strategies. The factor analysis revealed six primary factors of religious coping;
spirituality based on coping, good deeds, religious support, discontent, pleading and
religious avoidance. Pargament et al., (1990), also found that the best predictor of
positive outcome is the belief in a just loving God; involvement in religious rituals and
personal support through religion.
In a study of 106 HIV-infected gay men, Woods & other colleagues (1999) found
that religious coping items (e.g. put my trust in God or find comfort in religion) but not
church attendance or practices, such as prayer, were associated with decrease levels of
depression. Additional support for the psychological benefits of spirituality is gained
from a study of African Americans reporting higher levels of religious faith reported
decreased levels of blood pressure in clinical settings, workplace and at night time than
the African Americans who were less active in their religion ( Ironson, et al., 2002).
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It was found that hospitalized patients coping with psychological illness stay for a
shorter time in the hospital if they depend on their religious faith to deal with their illness.
For instance, Larson & Baetz (2003) report that in hospitalized patients the length of stay
in the hospital is shorter for those patients with more frequent church attendance. These
patients used spiritual thoughts or activities as their main coping strategy to deal with
illness. Fabricatore & Handal (2000) also found that personal relationship with God
decreased negative effects of stress on life satisfaction.
Ironson et al. (2002) identified that among women and men living with
HIV/AIDS, particular dimensions of spirituality, such as having sense of peace and faith
with God were associated with better immune status (e.g. lower cortical), and mental
health (lower anxiety, perceived stress). In a forty-month prospective study of HIV
negative relatives and friends of an individual who had died of AIDS, those who
professed stronger spiritual faith appeared to resolve their grief faster than those with no
spiritual beliefs (Walsh, King, Jones, et al., 2002).
As with studies on religion and health within other samples, the mechanisms
through which religious and spiritual coping exercises its influence on the psychological
and physical health is not well understood (Walsh, et al., 2002). However, few studies
have tried to elucidate these relationships. In a study with Puerto Rican women with
HIV, Simoni and Ortiz (2003), reported that the association between their measure of
spirituality and depression was mediated by self esteem and mastery. In assessing the
relationship between spirituality and physical health, Ironson, et al. (2002) found that that
the reported sense of peace that spirituality brings was associated with lower cortisol
levels, highlighting the significance of the subjective aspects of religious/spiritual
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practices. The sense of purpose from spirituality may play another significant
explanatory role. Though religious and spiritual beliefs hold particular value for people
with chronic illnesses, such as HIV/AIDS, it is also crucial to realize that religion and
spirituality may represent a source of pain and struggle for people with chronic illness,
namely negative religious coping.

Negative Religious Coping
By examining certain types of religious coping in times of crisis, it is clear that
religion is not always necessarily helpful (Pargament et al., 1990). The types of coping
methods used by individuals influence the relationship between religious coping and
mental health. For example, negative religious coping, such as attributions of situations
to punish God, and dissatisfaction with clergy is linked to indicators of more
psychological distress (Jenkins, 1995). Also, Koenig and others (2001) indicated that
negative religious coping is associated with poorer outcomes. Some forms of negative
religious coping include statements such as; viewing illness as a punishment from God,
discontent with the congregation and God, or abandonment by God.
Pargament (1997) reported that viewing illness as a punishment from God is correlated
with poorer mood and negative assessments of how well the situations have been
resolved. However, it is not clear whether the negative effects of this kind of attribution
are short- term or long lasting.
Another study found that men living with HIV/AIDS who reported more spiritual
struggles, such as anger with God or alienation from God experienced more depressive
symptoms and loneliness (Jenkins, 1995). Given the relationship between religious
struggles and poorer health reported in other groups, the religious stigma attached to
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HIV, and its ability to challenge an individual’s most deep seated assumptions about the
world, people with HI V/AIDS may be particularly likely to experience spiritual struggles
and their potential ill-effects of negative religious coping (Jenkins, 1995).
Moreover, there are mixed results concerning religious rituals in response to
crisis. To illustrate this point, Morris (1982), conducted a study with physically ill men
and women from England who went on a pilgrimage to Lourdes, France, in search of
physical and emotional relief.

Morris (1982) reported that lower levels of depression

and anxiety in many sick people who went on ritualistic pilgrimages in search of
psychological and physical cures. However, it is not clear whether these results are
reliable because there was no control of extraneous variables in this study. On the other
hand, Zeidner and Hammer (1991), who assessed the coping strategies of Israelis in the
midst of missile attacks during the Persian Gulf War, found that increased involvement in
religious activities in response to missile attacks was connected to more physical
symptoms and greater anxiety. Pargament (1997) suggest that these mixed findings may
be explained in terms of the differences in the design of the research (the other being
longitudinal and the other cross sectional design).

Depression and Caregivers
Despite that caregiver burden and depressive symptoms are the most common
outcomes in caregiver research, very little is known about depression on caregivers of
persons with terminal illnesses (Larson et ah, 2003). Often researchers define caregiver
depressive symptoms as a mood disturbance that results from demands of the care
condition (Larson et al., 2003). Although caregiver burden and depressive symptoms are
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both believed to be rooted in the caregiver’s emotional and psychological reaction to care
demands, the link between the two is unclear. The literature suggests that caregiver
burden and depressive symptoms are intercorrelated in studies which have looked at
cancer and alzheimer’s disease, with burden being a precursor to depressive symptoms
(Larson et ah, 2003). Furthermore, research indicates that depressive symptoms may be
manifested in feelings of loneliness, isolation, fearfulness, and being easily bored. In
addition, the literature suggests that caregiver’s depressive symptoms have a somatic
component, such as decreased appetite, fatigue, and insomnia (Larson et al., 2003).

Effects of Caregiver Coping on Health Status of the Patient
Though religious coping has been linked to mental and physical health of the
patients with terminal illnesses, no study has looked at how caregiver religious coping
may influence the heath status of the patient. This study will address this with a very
preliminary view of this potential relationship.

Statement of the Problem
The HIV/AIDS epidemic has brought to the fore the impact and burden of chronic
illness not only on the individuals infected with HIV/AIDS, but their caregivers as well.
Hence, it is significant to understand potential coping mechanisms that caregivers use to
deal with the disease. Although religious and spiritual beliefs and practices have been
frequently associated with greater psychological well being among populations suffering
from illnesses, religious coping remains unexplored in this particular population (i.e.
Batswana and the HIV/AIDS patient). As a result, the purpose of this study is to
determine whether religious coping is associated with psychological outcomes
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(depression) in caregivers of teen/adults with HIV/AIDS and the patients’ symptoms in a
Botswana (Southern Africa) sample. The specific purposes of this study are to (a)
explore potential coping mechanisms associated with caring for individuals living with
HIV/AIDS; (b) utilize findings of this study to propose further studies that will develop
sustainable effective interventions by incorporating positive coping to improve quality of
life for caregivers; and (c) raise awareness that there is a need for therapists and other
professionals to understand the potential interaction between religious coping and caring
for those with HIV/AIDS.
This study will assess the following hypotheses:
1) That positive religious coping will be negatively associated with depression. Thus it is
proposed that Good deeds, spiritually based coping, interpersonal congregational
religious support subscale scores from Religious Coping Activities Scale will be
negatively associated with the Depression scores from the Beck Depression Inventory,
indicating the psychological benefits (as positive religious coping increase the depression
level will decrease)
2) That negative religious coping will be positively associated with depression. Thus it is
proposed that the discontent, plead, and religious avoidance subscales of the Religious
Coping Activities Scale will positively be associated with Beck Depression Inventory
subscales, indicating poorer psychological outcome (that is as negative religious coping
increases so will the depression level).
3) That negative religious coping on the part of the caregiver will be positively associated
with illness symptoms in the patient. Thus it is proposed that Brief Symptom Inventory18 will positively correlate with the Religious Warning Signs Subscales (that is the more
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symptoms, the more negative religious coping).
4) It is hypothesized that religious coping is a robust predictor of caregiver report of
depressions. As such, after controlling for symptoms of the patient, and demographic
variables, religious coping will remain a significant predictor of the variance in
depression.

Methods

Participants
Participants included 101 volunteer parents/caregivers of teens/adults infected
with HIV/AIDS and the patient. These participants were recruited from Kanye village
and Lobatse city hospitals and clinics that care for HIV/AIDS patients. There were 2
participants with missing data. All caregivers were adults, thus, the age range of
caregivers was 22 and 75 respectively. Patients had varying degrees of time since
diagnosis. Patients ranged in age from 22 to 90 years.

Measures
Brief Symptom Inventory-18 (BSI-18)
The patient’s current report of symptoms will be measured using the Brief
Symptom Inventory-18. The BSI-18 is an 18 item self report instrument designed to
measure participant’s psychological distress, and used to screen patients at intake for
physical/psychological problems related to health status. The BSI-18 is designed to be
easy to administer and understand requiring less than 4 minutes completion time with 6th
grade reading level. It assesses three primary symptoms dimensions: somatization (6
items), depression (6 items), and anxiety (6 items) as well as providing a Global Severity
Index (GSI) at a specific point in time. Participants rate their level or severity of distress
during their past week on each of the 18 symptoms using a 5 point likert scale ranging
from 0 (not at all) to 4 (extremely). BSI-18 is computed by adding the sum of the raw
scores. The Brief Symptom Invetory-18 is a shortened version of the Brief Symptom
Inventory; a 53-item instrument both has good reliability. Internal consistency reliability
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estimates were derived from the community sample. Alpha coefficients for the three
symptom dimensions and Global Symptom Index are .74 (Somatization), .84
(Depression), .79 (Anxiety), and .89 (GSI). As with many newly developed instruments,
evidence of validity is limited. Construct validity of the BSI-18 was measured by
correlating the three symptom dimensions scores as well as GSI with the corresponding
scores on the Symptom Checklist-90. All correlations were higher ranging from .91 on
Somatization, .96 on Anxiety, and .93 for both GSI and Depression (Derogatis, 2001).

Religious Coping Activities Scale
The caregiver’s religious coping will be measured with this scale. It assesses both
positive and negative ways one uses religious beliefs to deal with a life-threatening event.
The subscales include; Good Deeds (doing good for others as a way of serving God, 6
items), Spirituality Based Coping (behaving more in conformity with religious
commitment, 12 items), and Religious Support (social support from a religious
congregation, 2 items). These subscales are considered reflective of useful coping
techniques. For the negative coping the subscales include; Discontent (anger at God or
congregation, 3 items), Plea (merely begging God to take problems away, 3 items), and
Religious Reliability of these subscales is reported to be between .61 and .92 (Pargament,
et al, 1990). In the Religious Coping Activities Scales, participants will indicate how
they feel by circling statements, which they believe to be true about them, ranging from 1
to 4 (1= not at all, 4 = great deal). These subscales are scored separately and high
positive scores are indicative of positive religious coping and high negative scores also
are indicative of negative coping.
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Religious Warning Signs Scales/ Red flag
These scales are used to identify individuals who use religion in forms that are
detrimental to their health, such as anger at God or avoidance of problems through
religion. Subscales include Wrong Directions (self neglect = 5 items; Self worship = 5
items; Religious apathy = 5 items), Wrong Roads (Religious vengeance = 4 items;
Religious denial =4 items), and Against the Wind (Interpersonal religious conflict = 4
items; Conflict with church dogma = 5 items; Anger at God = 5 items; Religious doubts =
5 items) (Pargament, et al, 1993). Reliability of these subscales is between .39 to .92 with
an average reliability of .74.
Beck Depression Inventory — Second Edition (BDI — II)
The caregivers’ level of depression will be measured using the Beck Depression
Inventory (BDI-II). BDI-II, which is a widely used instrument designed to measure the
severity of depression in adolescents and adults. BDI-II assesses the intensity of
depression in diagnosed patients as well as detects possible depression in the non-clinical
population. It is composed of 21 items with sets of statements, answered on a 0 to 3 scale
of depressive symptoms. Participants are asked to consider their feelings in the last
week. Each of the 21 items has four sentences, ranging from no complaint to a severe
compliant (such as “0-1 do not feel sad to “3-1 am so sad and unhappy that I can’t stand
it”). On the form the 21 items cover the cognitive-affect-subscales (such as; pessimism,
guilty, self accusation, crying and indecisiveness), as well as the somatic-performance
subscale (such as; body image, work, sleep difficulties, and loss of interest in sex).
Though depression is not mentioned, the measure scores can easily be distorted in
relation to faking, because of transparent face validity. (Beck, et al, 1974). Internal
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consistency rated by Cronbach’s coefficient alpha (Beck, et al., 1996) is .92 for clinical
patients and .93 for non-clinical individuals. Test-retest reliability is reported to be .93
(only for small subsample of outpatients, tested with one week lapse) (Beck, et. al.,
1996). In concurrent validity, comparisons between BDI-II and its previous version
resulted in correlations of .93 and .84, the later using a take home form. Other
measurements found BDI-II to be correlated with Beck Hopeless Scale (.68), Scale for
Suicide Ideation (.37) Hamilton Psychiatric Rating Scale for Depression - Revised (.71),
and Hamilton Rating Scale of Anxiety -Revised (.47) (Beck, et al., 1996).
Procedures
Participants (both persons with HIV/AIDS and their caregivers) were recruited via
collaboration with hospitals/clinics was once of every month) to determine in Botswana
(See Appendix A for letter of collaboration). Also, participants were permitted to
complete the study in their homes. The medical doctors and health professionals
responsible for the HIV/AIDS patients provided the patients with a study flyer (See
appendix E). This flyer included the purpose of the study and asked if their health
provider could give the investigator their names in order to contact them regarding this
study. For patients who agreed to participate, the health professional or medical doctor
also provided their caregivers with the study flyer (during clinic visit which their
willingness to participate as well. When both the patient and the caregiver agreed to
learn more of the study, the health professional provided their names and contact
information to the study investigator (student primary investigator). The student
investigator contacted all potential subjects at the hospitals/ clinics when they went for
next clinic visit (Kanye and Lobatse) or visited at their homes.
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All potential participants were caregivers and their patients (who were initiating
or were in the process of taking free antiretroviral therapy). As a result, the patients
attended clinics monthly. Patients and their caregivers who had agreed to the study but
failed to attend their specified days of appointment were approached at their homes.
When the caregivers were contacted they were provided with a package of information
which included a passive consent form (see Appendix D) the Beck Depression Inventory,
Religious Warning and Religious Coping activities Scale survey (questionnaires); also a
short demographic questionnaire were included (age, gender, marital status, religious
affiliation, income, level of education (see Appendix B). The patients were also provided
with passive consent (See Appendix D) and asked to complete Brief Symptom Inventory18 (See Appendix C).
The questionnaires, and consent forms were administered in English and
Setswana as appropriate for each respective person. The Financial controller for Kanye
Rural Development Innovation Center and the accounting manager for National
Development Bank in Botswana played a key role in resolving the translation issues and
editing the final version of the questionnaires and consent forms. As an additional
precautionary measure, the questionnaires were translated into Setswana and then back
translated to ensure accuracy and minimize misunderstanding in the way questions are
read and interpreted. In order to control for fatigue effects, order of questionnaire
presentation was varied. Further, a pilot study was conducted on 10 people in Botswana
(varying order of presentation of questionnaires to ensure reliability and to ensure item
comprehension). Only question 8 from BSI -18 was difficult to comprehend and was
changed from ‘feeling blue’ to ‘feeling hopeless’ to best deal with language and cultural
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applicability. The student researcher administered and collected the questionnaire
packets (from clinics and participants’ homes) and ensured that no names or identifying
information was on any of the survey material. The study took each participant up to 45
minutes to complete. For participants who could not read the researcher read the consent
form and the questionnaires to them. In the consent form the participants were provided
with the number of a contact person who was local and able to assist them to address any
questions regarding the study and/or therapeutic needs. All data was coded with dummy
coding that linked the caregiver and the patient (serial coding was printed on all forms
prior to distribution).

Results

Descriptive Statistics
Demographic data for the ninety-nine participants (two participants removed due
to extensive missing data) can be viewed in Table 1 and 2. The large majority of
participants were female (89%). The mean age of caregiver participants was 37. Fiftynine percent of the caregiver participants were married, and 35.6% were single. Income
level was not equally distributed with P50.001-75.000 being the most represented at
44.6%. Thirty-three percent of participants identified themselves as Pentecostal, 25.7%
as Seventh Day Adventist, 22% as Protestant, 9.9% as Catholics, and 4% as Jehovah’s
Witness. Two participants declined to state their church affiliations.
In general, on the religious coping scale, 4.0% of participants described
themselves religiously strong, 19.8% as somewhat strong, 26.7% as not very strong, and
47.5% as not at all religious. Thirty percent of participants reported themselves as
spending several times per day on religious matter (such as, attending church or praying).
Almost 40% of the participants reported spending several times per week on religious
practices or services. The range that caregiver’s had been caring for their patient ranged
from 2 to 60 months. Twelve months was the most frequently reported length of time of
care for the patient (32.7%).
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Table 1 Descriptive Demographics (single space your table contents)
N
Gender
Female
Male
Missing
Age
Missing
Marital status
Married
Single
Widowed
Missing
Annual Income
<P5000.00
P5.000.0120.000
P20.001-50.000
P50.001-75.000
P75.001-100.00
Missing

Percent

90
9
2

98%

2

2.0%

60
36

59.4%
35.6%
3.0%
2.0%

2

45
1

6.9%
42.6%
3.0%
44.6%
1.0%

2

2.0%

4

4.0%

1

1.0%
3.0%
3.0%
11.9%
32.7%
1.0%
17.8%
11.9%
9.9%
2.0%
2.0%

7

43
3

Months cared
for the patient
2
3
4

5
6
12
18
24

36
48
60
Missing

3
3

12
33

1
18
12
10
2
2

Standard
Deviation

37.05

9.83

89.1%
8.9.%
2.0%

99

3

Mean

34

Table 2 Descriptive demographic Religious Factors
N
Religious
Affiliation
Pentecostal
S.D.A
Protestant
Catholic
Jehovah’s
Witness
Not answered
Missing
Religious
Strength
Strong
Somewhat strong
Not very strong
Not at all
religious
Missing
Religious
Practices
Several times per
day
Several times per
week
More than once
per week
Once per month
Missing

Percent

10

33.7%
25.7%
22.8%
9.9%

4

4%

2
2

2.0%
2.0%

34

26
23

4
20
27

4.0%

48

19.8%
26.7%
47.5%

2

2.0%
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30.7%

40

39.6%

20

19.8%

8

7.9%
2.0%

2

35

Data Screening
The data obtained was screened at univariate level to see the potentials for
violation of assumptions of normality (distribution and outliers), see histograms 1 to 14
(Appendix F). Ten histograms revealed bimodal distributions, while histograms for
congregational support religious scores (IRSscore), plead scores (Pscore), wrong road
scores (WRscore), and wrong direction scores (WDscore) approximated normal
distributions. Further, bimodal histograms were divided into two groups (low and high
scores) using median spilt and screened for potential outliers, and normality. All
histograms approximated normal distribution and no outliers defined by 3.5 SD away
from the mean.

Hypothesis 1
In this study, hypothesis 1 proposed that positive religious coping (i.e. good
deeds, interpersonal congregational religious support, and spiritually based coping
subscales) will negatively correlate with Beck Depression scores. In order to identify this
relationship, bivariate correlations were computed between goods deeds, interpersonal
congregational religious support, spiritually based coping, and BDI scores. The resulting
correlations (Appendix F, Scatter plots 1-3) supported hypothesis 1, observing a negative
correlations of good deeds, interpersonal congregational support, spiritually based coping
and the psychological well-being Beck Depression Inventory (r = -.613, p<0.01, r = .584, p<0.01 and r = -.665, p<0.01) that were statistically significant.
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Hypothesis 2
Hypothesis 2, predicted that negative religious coping (i.e. plead, religious
avoidance and discontent religious subscales) will positively correlate with Beck
Depression scores. Bivariate correlations were computed between plead, religious
avoidance, discontent and BDI scores (Appendix F, Scatter plots 4-6). Hypothesis 2 was
supported; with significant positive correlations between plead, religious avoidance,
discontent (negative religious coping) and psychological well-being measured by Beck
Depression Inventory (r = .340, p<0.01, r = .708, p<0.01, and r = .816, p<0.01).

Hypothesis 3
Hypothesis 3 stated that Religious warning signs (i.e. against the wind, wrong
roads, and wrong directions) will positively correlate with physical symptoms of the
patients measured by Brief symptom inventory-18. Pearson correlations were computed
between against wind, wrong roads, wrong directions religious measures and patient
symptoms (GSI) (Appendix F, Scatter plots 7-9). Hypothesis 3 was partially supported,
with strong positive correlations between against wind, wrong direction and GSI (r
.868, p<0.01, r = .707, p<0.01). However, a nonsignificant correlation was observed
between wrong roads and patient’s symptoms, (r = -.095, p<0.01).

Hypothesis 4
Hierarchical multiple regression was conducted to explore hypothesis four which
stated that religious coping subscales (both positive and negative subscales) would
explain variance in depression above and beyond symptom’s of the patient, caregiver’s
education, age, and income. A collinearity test was conducted on demographics,
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religious measures and the outcome variables to identify predictors that were
multicollinear. Though Pearson intracorrelations show high correlations among religious
subscales and GSI scores (see Table 3), multicollinearity assumptions (according to the

Table 3 Intracorrelations Among Religious Activities Coping Measures and Demographics, GSI And Correlations with BDI Measures
BDI
BDI

1

GSI

.844**

Age

.162

Income

.019

Educ

008

GD

.613**

Disc
IRS

.816**
.584**

GSI

Age

Income

.048

Disc

IRS

P

RA

SBC

.067
.014

.605**
.805**
.575**

1

108

1

.267**

.577**

1

.059

.276**

.001
.073

.053

.029

.003

1

.659**

1

.209*

.129

.854**

.070

.222*

.280**

.196

1

.678**

.739**

.609**

.397**

1

719**

.261**

.706**

.340**

.329**

.116

.065

RA

.708**

.720**

.039

.084

.665

.028

.665**

GD

1

P

SBC

Educ

.181

.033

.093

.738**

.583**

.702**

1

1

Table Abbreviations: BDI = Beck Depression Inventory; GSI = Global Symptoms Inventory; Age = Age; Income = Income; Educ =
Education; GD = Good deeds; Disc = Discontent; IRS = Interpersonal Congregational Support; P = Plead; RA = Religious Avoidance;
SBC = Spiritually Based Coping
**Correlation is significant at the 0.01 (2 tail)
* Correlation is significant at the 0.05 level (2 tail)
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collinearity test) was not violated, since all predictor variables tolerance was above the
recommended .10.
In the multiple regression analysis the Beck depression total score was the
outcome variable. GSI score (symptoms of the patient) was entered in Step 1, and
accounted for 71% of the variance in mental health /depression, R square change = .712,
F (1,96) = 237.498, p<.05.
In step 2, the set of demographic variables were entered, and accounted for only 1.8%
more of variance in mental health/depression, R square change = .018, F(3,93) = 2.10,
p=.105 In step 3, religious measures (Interpersonal religious support, Spiritually based
coping, and Good deeds) were entered, and this model explains only 2.6% more of
variance in mental health/depression, R square change = .026, F(3,90) = 3.186, p<.05.
Step 4, the religious measures added were plead, religious avoidance, and discontent,
accounting for 3 % more of the variance in explaining mental health/depression, R square
change = .030, F(3,87) = 4.147, p<.05. Thus, religious coping (step 3 and 4) appear to
explain variance in mental health above and beyond demographic variables by only 5.6%
(see table 4). Thus, although hypothesis 4 was supported, symptoms of the patients,
entered first, explained a significant amount of the variance in mental health (depression).
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Table 4 Summary ofHierarchical Multiple Regression Analyses for Religiousness
Variables predicting Mental Health. Hypothesis 4
Model
variables
Step 1
GSIscore

R square
.712

R square
change
.712

R adjusted
.709

F
change
237.498

P
Change
.000

Step 2
Education
Marital
status
Age
Income

.730

.018

.719

2.100

.105

Step 3
IRSscore
SBCscore
GDscore

.756

.026

.737

3.186

.028

Step 4
P score
RAS score
Discscore

.787

.030

.762

4.147

.009

Exploratory Analyses
Another hierarchical multiple regression was conducted to examine more closely
religious coping and its unique variance in mental health above and beyond
demographics variable when symptoms of the patients were not included in the analysis.
This was done since GSI was highly correlated with religious subscales. The Beck
Depression total score was once again selected as the outcome variable. Demographics
variables were entered in step 1, and accounted for 2.9% of the variance in mental health
(depression), R square = .029, F(3,95) = .952, p = .419 and was not statistically
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significant. In step 2, positive religious subscales were entered and this model explained
49% more of variance in mental health, R square change = .492, F(3,92) = 31.539, p<.05
and was statistically significant. Step 3, negative religious measures added were plead,
religious avoidance, and discontent, and accounted for another 19% more of variance in
mental health, R square change = .198, F(3,89) = 20.946, p<.05. Religious coping (Step
2 and 3) explained variance above and beyond demographics variables by 68% (See
Table 5).

Table 5 Summary ofHierarchical Multiple Regression Analyses for Religiousness
Variables predicting Mental Health. Hypothesis 4
Model
R square
R adjusted
F
P
Variables
R square
Change
change
Change
Step 1
.029
.029
-.001
.952
.419
Education
Marital
status
Age
Income
.521
.492
.490
31.539
.000
Step 2
Spiritually
Based coping
Interpersonal
religious
support
Good deeds
.719
Step 3
Plead
Discontent
Religious
Avoidance

.198

.691

20.946

.000
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In another exploratory analysis an examination of ‘group’ was conducted. Since
most of the scale or subscale distributions were bimodal, using median split, participants
were separated into two groups. Group 1 consisted of individuals with low scores on
religious subscales, BDI and BSI, while group 2 consisted of individuals with high scores
on religious subscales, BDI, and BSI. Pearson correlation was conducted to determine
scores of individuals in group 1 and group 2 separately. Results show a statistically
significant relationship between good deeds, interpersonal religious support and BDI
score for group 2. However, group 1 was not statistically significant (see Table 6 and
Appendix F Scatter plots 10-15). Further, discontent positively correlated with BDI
scores in group 2, but once again revealed no significant relationship for group 1 (see
Table 7 Appendix F Scatter plot 16-17); this pattern of insignificant relationship is further
clarified by scatter plot 5 (Appendix F). As noted in Table 8 for Group 1, against the
wind negatively correlates with Global symptom scores, r = -.365, p<0.05, while in group
2 Global symptom positively correlated with against the wind scores, r = .892, p<0.01
(see Table 8 and Appendix F Scatter plots 18-19)
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Table 6 Deviation and Pearson Correlations for Split groups
BDIgroup
1.00

M

SD

BDIscore

BDIscore

13.1400

2.75

1.0

GDscore

18.6400

3.19

.159

1.0

IRSscore

6.6600

1.49

.225

.854**

1.0

SBCscore

38.0600

7.10

.111

749**

797**

BDIscore

34.1429

8.35

1.0

GDscore

14.0408

2.60

.-386**

1.0

IRSscore

4.5714

1.14

.-370**

.666**

1.0

SBCscore

22.6327

8.36

236

.332*

.291*

GDscore

IRSscore

SBCscore

1.0

2.00

* Correlation is significant at the 0.01 level (2 tail)
Correlation is significant at the 0.05 level (2 tail)

1.0
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Table 7 Means and Standard Deviation and Pearson Correlation for Split groups
BDIgroup
1.00

M

SD

BDIscore

BDIscore

13.14

2.75

1.0

Discscore

4.62

1.53

.149

2.00

34.13

8.35

BDIscore
Discscore

Discscore

1.0

1.0
10.54

1.44

.509**

1.0

**correlation is significant at the 0.01 level (2 tail)
* correlation is significant at the 0.05 level (2 tail)

Table 8 Means and Standard Deviation and Pearson correlation for split groups
GSIgroup

M

SD

GSIscore

GSIscore

27.6333

2.83

1.0

AWscore

24.0667

7.70

.-365*

GSIscore

56.1324

16.46

1.0

AWscore

42.5294

17.52

.892**

Awscore

1.00

1.0

2.00

**correlation is significant at the 0.01 level (2 tail)
Correlation is significant at the 0.05 level (2 tail)

1.0

Discussion

The HIV/AIDS epidemic has brought to the fore the impact and burden of a
chronic illness, not only on the individuals infected with HIV/AIDS, but their caregivers
as well. Hence, it is important to identify and understand the coping mechanisms that
caregivers use to deal with the disease. Although religious and spiritual beliefs and
practices have been frequently associated with greater psychological well being among
populations suffering from illnesses, religious coping remains unexplored in this
particular population (Batswana). As a result, the purpose of this study was to determine
whether religious coping was associated with psychological outcomes in caregivers of
teen/adults with HIV/AIDS and patients’ symptoms in Botswana (Southern Africa).
Hypothesis 1 proposed that religious measures (good deeds, spiritually based
coping, interpersonal congregational religious support) would negatively be associated
with the BDI scores. This hypothesis was supported. The results indicated that adults
who reported having participated in church group (support groups, prayer groups, bible
studies), providing help for other church members, attended religious services, using
one’s faith to help one decide how to cope, found lesson from God, trusted in God,
received support from the clergy or from other members of the church, are less likely to
be depressed. The inverse relationship between positive religious coping (such as, seeing
threatening event as an opportunity to learn from it, supported by other church members)
and psychological health has been documented in the research literature (Pargament, et
al, 1993) and was further corroborated in this study. Once again this suggests the
importance of ones religion and/or spirituality as it relates to their mental wellbeing.
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Hypothesis 2 which proposed that negative religious coping (plead, religious
avoidance, and discontent) would be positively associated with BDI scores was also
supported in this study. This suggests that it is possible that people who use negative
religious coping, such as expressing anger at God, discontent with congregation are more
likely to experience poor mental health. Thus, these findings indicate that rejection of
God, and the negative emotions, which result from spiritual rejection, are reflected in
higher depression scores in caregivers of persons with HIV/AIDS. This finding is
consistent with Pargament and his colleagues (1993) indicating that greater use of
negative religious coping such as attribution of a threatening event to a punishing God
and discontent with the church is related to more psychological distress. Thus, when
examining hypothesis one and two together, it appears that your religion and/or
spirituality may be an asset or a detriment to your mental health depending upon your
perception and strategy.
In addition, hypothesis 3 which proposed that religious warning subscales
(Against wind, Wrong direction, and Wrong roads) would be positively associated with
patients’ symptoms (GSI) for the most part was supported. While ‘Against wind and
Wrong direction were significantly correlation with patient symptoms, Wrong roads was
not a predictor of patient symptoms. Positive associations between Wrong directions,
Against the wind and symptoms of the patient indicate that caregivers who become more
religiously involved in goals or values that reflect an imbalance of self concerns that go
beyond oneself (wrong directions), and being involved in conflict with God or church,
anger at God, interpersonal religious conflict (Against wind) their HIV/AIDS patient is
more likely to report bodily complaints and psychological distress. That is, similar to
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other persons those who are caregivers of persons who have HIV/AIDS also appear to be
psychologically impacted by their relationship to their religious context and this may
impact their caregiving. As Pargament and others (1995) suggest, it is important to
assess religious means and ends within the various social contexts in which individuals
reside to increase an individual’s coping options and capability to cope effectively with a
life threatening event. Though caregivers involved in negative coping may promote more
negative symptoms in the patient, it is also possible that those patients with more
symptoms may, due to more physical stress, result in their caregivers being more
negative religiously.
For hypothesis 4, hierarchical multiple regression was conducted to find whether
religious coping subscales (both negative and positive) explain variance in depression
above and beyond symptoms of the patient, and caregiver education, age, and income.
When examining the results of hierarchical multiple regression this hypothesis was partly
supported. Religious coping was observed to explain a small amount of variance in
depression above and beyond demographic variables (education, age and income).
However, symptoms of the patient alone explained a significantly large portion of
variance in depression. Observe the following R square changes, for symptoms of the
patient (R square change = .712), demographic variables (R square change = .026), for
positive religious measures (R square change = .025), and negative religious coping (R
square change = .027). Examining of the association among GSIscore, GDscore,
Discscore, IRSscore, RAscore, SBCscore, revealed that all six predictors were highly
correlated. This high correlation among predictors might have contributed in religion
explaining only a small variance in mental health. As a consequence, hierarchical
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multiple regression was conducted to examine if religious coping would still explain
variance in mental health above and beyond demographics when GSI (symptoms of the
patient) are not accounted for. Religious coping explained 67% of variance in mental
health above and beyond demographics. This result indicates that regardless of
demographic differences religious coping is very important in influencing mental health.
Thus, though religious coping played a significant role in these findings, the actual status
of the patient (symptoms) demonstrated a most significant impact. This was perhaps not
surprising in that there was a significant correlation between patient symptoms and
religious coping as noted in hypothesis three. What is important to consider is that their
appears to be a relationship between a caregivers religious coping and the patient
symptoms which in turn may influence the well being of the caregiver. While the
direction of the relationship can not be elucidated here what this does offer however is
that, therapists or other service providers, should be aware that though there is little they
can do about symptoms of the patient, they can still assist or work with the caregivers on
how they can use religious coping (negative or positive) and thus affect the well being of
the caregiver and in turn their may be a potential to affect patient symptoms.
Since most of the data in this study revealed bimodal distributions it was
determined that it may be beneficial to use a median split to separate the participants into
two groups and further examine these groups. Group 1 consisted of individuals with low
scores on religious subscales, symptoms of the patients and BD1, while group 2 consisted
of individuals with high scores on religious subscales, symptoms of the patients, and
BDI. The data indicated that people in group 1, (i.e. with low scores on good deeds,
interpersonal religious support, and spiritually based coping) have an insignificant
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relationship between BDI religious subscales such that lower BDI did not reflect lower
religious subscales. People in group 2, (i.e. with high scores on good deeds, and
interpersonal congregation religious support) show a significant decrease in depressive
symptoms as good deeds, and interpersonal congregational religious support scores go
up. Though spiritually based coping is not statistically significant, there is a trend for a
decrease in depressive symptoms as participants use their faith to help decide how to
cope with the illness, and trust in God as they deal with HIV/AIDS. Perhaps, this result
may be a reflection of these individuals’ cognitive beliefs about HIV/AIDS. For
instance, they may be comforted by the fact that God is with them and there is meaning
for them despite the fatality and incurability of HIV/AIDS.
Interestingly, there was no significant association between BDI scores and
discontent scores in group 1. Therefore, individuals (below median split) do not show
increase in depressive symptoms as they express less discontent. Importantly, however,
they also do not show an increase in depressive symptoms as discontent increases. This
randomness would suggest that due to a lack of religious connection, other factors not
measured in this study, may be influencing the experience of psychological distress in
this group or perhaps not having a religious connection reflects a more chaotic or random
experience for these persons and less predictability of psychological distress.
In contrast however, those caregivers in group 2 (who have a stronger religious
connection) may suffer more psychological impact when significant negative situations
occur (ie. such as caregi ving for someone with HIV/AIDS). If their religious connection
is strong they tend to experience less psychological distress. However, importantly, those
that are more discontent, such as being angry with God, and feeling distant from other
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church members are more likely to exhibit increase in depressive symptoms. This
suggests that positive religious coping is a buffer to psychological distress, and that
negative religious coping tends to result in more consistent psychological distress.
In addition, people in group 1 with low scores (below median split) on against the
wind scores demonstrate a decrease in symptoms of the (GSI) scores with a decrease in
this subscale. Individuals in group 2 with high scores (above median split) show an
increase in symptoms as against wind scores (conflict with friends, families, church, and
having religious doubts about your faith) go up. In general, individuals with lower scores
(group 1) on religious subscales did not significantly correlate with lower scores on BDI.
Thus, this would suggest that it is not religious faith which is responsible for individuals
in group 1 having less depressive symptoms but rather other underlying factors
influencing mental state of these individuals. Importantly, group 1 with low scores on
against the wind showed a statistical significant relationship with GSI, such that lower
bodily symptoms may reflect lower religious subscale. As an individual experiences less
religious conflict with others in his/her church, or within the individual him/herself,
his/her physical health tends to improve. This suggests that religious coping may be
influencing this group to have less physical symptoms or vice versa (i.e. improved
health). Thus, negative religious coping may be associated with mental health problems,
such that it is possible even to have more mental problems when one is involved more in
negative religious coping than a non religious person.

Limitations
Several weaknesses should be taken into account when examining the results of
the current study. First, is the issue of implying causality in correlational design. While
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it is possible that religious coping may exert an influence on mental health, it is also
possible that mental health may influence how one copes religiously. The relationship
may be bi-directional with both religious coping and mental health influencing each
other. Another factor which might impact mental health and symptoms of the patient is
grief and stigma. Dealing with dying patients infected with HIV/AIDS and stigma may
be devastating to the caregiver’s mental health. Without other experimental procedures,
or longitudinal studies one must be cautious regarding causality. Secondly, many of the
religious coping measures in the present study have a small effects size with mental
health. Obviously, a variety of factors influence mental health, such as, personality, and
physical health. Third, no instrument was included to measure social desirability in this
study. Religious people may report more morality when responding to questionnaires as
a means to impress the researcher, and assessment on social desirability could assist one
to understand this. Another important issue is that though the results observed might be
valid and reliable, it is also possible that the measures used were not taping similar
constructs suggested by these measures (though a pilot study was conducted). Further, it
is possible that the results of this study are affected by methodological flaws, such as
inadequacies in the way religiousness and spirituality are understood by this population,
more especially that religious measures in this study measure more religion constructs
than spirituality. Hence the grouping noted here may not be related to religious factors
but rather to spirituality and perhaps belief of grief and loss.
Further, covariates such as, education and income controlled for in this study,
may not be important in this culture. They may be underlying covariates which are more
important here than that of education and income which usually affects the western
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culture but may not be influential in this non-western culture. For instance, in western
culture education and income are important in affecting depression, but in this culture (of
Botswana) is not necessary education and income, but how much cattle one owns; which
when converted into income can change ones social status.

Future Directions
Future research should incorporate longitudinal studies as a means of teasing
apart issues of causality. Longitudinal design should be conducted in order to determine
whether or not positive and negative religious coping predicts variation in mental health
over time. This can assist one to answer the questions about how positive and negative
religious coping will operate in the life and well being of the caregiver and their patient
over time. Additional research on people with other terminal diseases in Batswana
population is needed to determine whether the association observed in this study can be
generalized to these particular people or if it is more specific to the issues surrounding
HIV/AIDS. Further study is needed to identify whether religious coping outcomes
observed in this study apply to those religious groups that are not theocentric (such as,
Hinduism, Buddhism and Taoism). Future examination of these other religious traditions
may assist one to understand how other religious practices contribute to coping processes.
Future research is warranted to investigate covariates that are important to this particular
culture.

Practical Implications
This study was the first of its kind in the Batswana culture. As such it has
provided preliminary evidence which may benefit service providers to better understand
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their patients and their partient’s caregivers. This includes that (1) religiosity/spirituality
is of great importance to many caregivers of people with terminal illnesses, such as
HIV/AIDS and related to health outcomes (2) health professional and therapists need to
be aware of and integrate religious spiritual factors when assessing and treating clients
for treatment to be effective (3) research documenting the connection between religious
coping and mental health has not been given attention in Batswana population and this is
a starting point and (4) this study made one aware that though religious coping is
important in dealing with HIV/AIDS, symptoms of the patient appear to have perhaps
even more of an influence on the well being of the cargiver. It provides one with perhaps
a small idea of the struggles of these individuals and hopefully will challenge
professionals to assist these caregivers and their patients with HIV/AIDS.
The, results of this study have other significant practical implications. Several
studies have been conducted on the positive psychological and physical effects of using
religion/spirituality to deal with terminal diseases (Johnson, et al, 1993). Importantly, the
association between religious coping and mental health is shaped by the types of religious
coping strategies or methods used by individuals. For example, the frequent use of
positive religious coping, such as spiritual support and benevolence religious appraisal of
negative situations has been correlated with greater well-being, such as improved mental
status, and stress-related growth. Conversely, greater use of negative religious coping
strategies is associated with depression, and poor physical health. It is apparent, from
this study as well, that it may be important for health professionals and practitioners to
explore individuals’ coping strategies and attempt to identify whether their clients use
religion in a detrimental or beneficial manner to deal with life crisis. Due to the fact that
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negative religious coping was associated with poor mental health in this study, it may be
important for practitioners to listen carefully for themes of religious struggles when
working with clients. Understanding and being aware of negative types of religious
coping may assist practitioners in identifying warning signs or red flags (such as conflict
with the church dogma, anger at God and having doubts about ones religious beliefs)
which may exacerbates an individual’s illness and hinder treatment (Pargament, et al.
1998). For instance, Exline, et al., (2000) found that clients who experienced a greater
religious strain expressed a greater interest in addressing religious issues in therapy.
Since negative religious coping was associated with poorer mental health in this study, it
may be important to consider how spiritual problems may contribute to individual’s
diagnosis or vice versa. For instance, having doubts about one’s beliefs, feeling punished
and abandoned may result in feelings of hopelessness, anxiety and depression. Further,
because positive religious coping such as, finding lesson from God in the event, and
realizing that God is trying to strengthen an individual, was associated with better
psychological outcome in the current study, understanding positive religious coping
strategies may help practitioners to better provide their clients with accessible and
valuable spiritual resources to strengthen their coping.
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Religion Survey

Dear Survey Participants:

Code #

The questions in this survey will cover the topics of religion, spirituality, mental
health for caregivers and physical health for patients. Please do not put your name
anywhere on this survey so that it will protect your identity.
Section 1: Please circle or write in the appropriate response
1) Gender: 1 Male

2. Female

2) Age:
3) Marital Status: /. Single 2. Married

3. Divorced

4. Widowed

3) Religion:
4) Annual Income (amount you make each year:
/. <P5.000.00

3. P5.000.01-20.000

2. P50.001-75.000

4. P75.001-100.000

5. P20.001-50.000

6. >P100.001

5) How long have you cared for the patient? (who visited the doctor & referred
you to this study)
years
months
6) How strongly religious (or spiritually oriented do you consider yourself to be?
Strong

Somewhat Strong

Not very Strong

Not at all

Can’t

answer
7) Education level:
8) About how often do you spend time on religious or spiritual practices?
Several times
Per day

Several times
per week

Once per week

Several times
per month

Section 2: Please answer how much you feel each statement applies to you since current
care for your patient diagnosed with HIV/AIDS on a scale ranging from not at all to a
great deal. Please answer as honestly as you can, there are no right or wrong answers.
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1) Tried to be less sinful

Not at all
1

A great deal
2

3

4

2) Confessed my sins

1

2

3

4

3) Lived a more loving life

1

2

3

4

1

2

3

4

(support groups, prayer groups, Bible)

1

2

3

4

6) Provided help to other church members

1

2

3

4

7) Felt angry with or distant from God

1

2

3

4

1

2

3

4

9) Questioned my religious beliefs or faith

1

2

3

4

10) Received support from clergy

1

2

3

4

members of the church

1

2

3

4

12) Asked for a miracle

1

2

3

4

13) Bargained with God to make things better

1

2

3

4

14) Asked God why it happened

1

2

3

4

1

2

3

4

16) I let God solve my problems for me

1

2

3

4

17) Pray or read the Bible to keep my mind
off my problems

1

2

3

4

4) Attended religious services or
participated on religious rituals
5) Participated in church groups

8) Felt angry with or distant from
members of the church

11) Received support from other

15) Focused on the world-to-come rather than
the problems of this world
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Section 3: Please answer how much each statement applies to you since your patient
was diagnosed with HIV / AIDS on a scale ranging from not at all to great deal.

A great
deal

Not at all
1. Decided to devote all my life to religion

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

3

4

2. Realized that my own desires were trivial and
that the only thing that counts is getting to heaven
3. Decided to sacrifice my own interest
and live only for God
4. Decided to stop taking care of myself and focus
only on what God wants for me
5. Realized the world is not important and decided
to spend all my energies with God

6. Decided to turn away from God and live for
myself alone
7. Realized that nothing counts in the world but me

1

2

Not at all

A great deal

8. Decided to look out for myself alone and no longer
worry about morality

1

2

3

4

1

2

3

4

9. Decided to start caring about myself and to
Stop caring about God

10. Decided to reject religious beliefs and focus
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Only on my pleasures

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

11. Lost interest in God, other people, myself, and
everything else
12. God showed me that life is pointless so decided
to give up trying
13. Became fed up with God and the world and stopped
caring about what happens
14. Stopped caring after God showed me
How futile life is
15. Stopped caring about the things that were important
to me-God, the church, and myself

16. Felt my lack of spirituality was responsible
for being HIV / AIDS
17. Felt that I deserved to be punished by God for my
bad thoughts and action
18. Felt the HIV/AIDS was God's way of telling me
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that I had failed him
19. Believed that God wouldn't let this happen
1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

23. Prayed that God will punish the real sinners

1

2

3

4

24. Believed that God Will have his vengeance

1

2

1

2

unless I created or caused it
20. Believed God was punishing me for my sins

21. Realized that God will punish the true sinners
22. Asked God to make others hurt so that they
Can know how I feel

on those who sin
25. Wasn't absent because I believe this would
bring me closer to God

1

2

3

4
3

3

4

4

26. Refused to feel bad since my faith teaches there
is good in everything
27. Wasn't bothered at all because it was God's will

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

28. Wasn't bothered at all because God has his
Own plan for things
29. Family or friends spoke to me about religion in
A way 1 didn't agree with
30. Argued with family about faith
31. Felt that the church did not support me in my time
of need
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32. Felt angry that no church members
comforted me

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

33. Disagreed with my clergy about faith,
God, and religion
34. Disagreed with the way the church wanted
me to
Handle my situation
35. Disagreed with the church's view that I
should accept
this suffering as part of my faith
36. Disagreed with the way my clergy thought
I should handle this situation
37. Disagreed with the church's view about why
HIV / AIDS happened to me
38. Became angry with God who let bad things
Happened to people
39. Felt angry that God did not hear my prayers

1

2

3

4

40. Felt surprised that the God I loved could be
so cruel

1

2

3

4

41. Felt God was not being fair to me

1

2

3

4

42. Could not forgive God for letting HIV /
AIDS happen

1

2

3

4

1

2

3

4

1

2

3

4

1

2

3

4

43. Questioned whether God really exists
44. Had doubts about my faith
45. Felt that my whole religious approach
to life was thrown into confusion
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46. Had difficulty gaining comfort from religious
beliefs
47. Had doubts about my religious beliefs

1

2

3

4

1

2

3

4

3

4

48. I surrendered to God’s will

1

2

49. Waited for a sign from God about what to do

1

2

3

4

50. Let the church handle the situation for me

1

2

3

4

if I waited long enough
52. Felt that without God I was totally helpless

1
1

2
2

3
3

4
4

53. Trusted that God would not let
anything terrible happen to me

1

2

3

4

54. Experienced God’s love and care

1

2

3

4

55. Realized that God was trying to strengthen me

1

2

3

4

56. In dealing with the problem,
I was guided by God

1

2

3

4

57. Realized that I didn’t have to suffer
since Jesus suffered for me

1

2

3

4

58. Used Christ as an example
of how I should live

1

2

3

4

59. Took control over what I could and
gave the rest to God

1

2

3

4

60. My faith showed me a different ways
to handle the problem

1

2

3

4

61. Accepted the situation was not in my hands

1

2

3

4

51. Knew that God would make the situation better

62. Found the lesson from God in the event
3

1

4

63. God showed me how to deal with the situation

1

2

3

4

64. Used my faith to help me decide how
to cope with the situation

1

2

3

4

2
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Sction 4
This questionnaire consists of 21 groups of statements. Please read each group of
statements carefully, and then pick out the one statement in each group that best describes
the way you have been feeling during the last two weeks, including today. Circle the
number beside the statement you have picked . If several statements in a group seem to
apply equally well, circle the highest number for that group. Be sure that you do not pick
up more than one statement for any group, including item 16 (changes in sleeping pattern)
or item 18 (changes in appetite).
1. Sadness
O. I do not feel sad
1.1 feel sad most of the time
2.1 am sad all the time
3.1 am so sad or unhappy that I can't stand it
2. Pessimism
O. I am not discouraged about my future
1.1 feel more discouraged about my future than I used to be
2.1 do not, expect things to work for me
3.1 feel my future is hopeless and will only get worse
3. Past failure
O. I do not feel like a failure
1.1 have failed more than I should have
2. As I look back, I see lot of failure
3.1 feel I am a total failure as a person
4. Loss of pleasure
O. I get much pleasure as 1 ever did from the things I enjoyed
1.1 don't enjoy things as much as I used to
2.1 get very little pleasure from the things I used to enjoy
3.1 can't get any pleasure from the things I used to enjoy
5. Guilty feelings
O. I don't feel particularly guilty
1.1 feel guilty over many things I have done or should have done
2.1 feel quiet guilty most of the time
3. Feel guilty all the time
6. Punishment feelings
0.1 don’t feel I am being punished
1.1 don’t feel I may be punished
2.1 expect to be punished
3.1 feel I am being punished
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7. Self-dislike
O. I feel the same about myself as ever
1.1 have lost confident in myself
2.1 am disappointed in myself
3.1 dislike myself
8. Self-criticalness
0.1 don't criticize or blame myself more than usual
1.1 am more critical of myself than I used to be
2.1 criticize myself for all my faults
3.1 blame myself for everything bad that happens
9. Suicidal thoughts or wishes
O. I don’t have any thoughts of killing myself
1.1 have thoughts of killing myself, but I would not carry them
out
2.1 would like to kill myself
10.3.1 would kill myself iff had a chance
11. Agitation
1.1 feel more restless or wound up than usual
2.1 am so restless or agitated that it's to stay still
3.1 am so restless or agitated that I have to keep moving or doing something
12. Loss of interest
O. I have lost interest in other people or activities
1.1 am less interested in other people or things than before
2.1 have lost most of my interest in other people or things
3. It's hard to get interested in anything
13. Indecisiveness
O. I make decisions about as well as ever
1.1 find it more difficult to make decisions than usual
2.1 have much' greater difficulty in making decisions than I used to
3. I have trouble making any decisions
14. Worthlessness
O. I do not feel I am worthless
1. I don't consider myself as worthwhile and useful as I used to 2. I
feel more worthless as compared to other people
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3.1 feel utterly worthless
15. Loss of energy
O. I have as much energy as ever
1.1 have less energy than I used to have
2. I don't have enough energy to do very much.
3.1 don't have enough to do anything
16. Changes in sleeping pattern
O. I have not experience any change in my sleeping pattern
1 a. I sleep somewhat more than usual
1 b. I sleep somewhat less than usual
2 a. I sleep a lot more than usual
2b. I sleep a lot less than usual
3a. I sleep most of the day
3b. I wake up 1-2 hours early and can't get back to sleep
17. Irritability
O. I am no more irritable than usual
1.1 am irritable than usual
2.1 am much more irritable than usual
3.1 am irritable all the time
18. Changes in appetite
O. I have not experience any changes in appetite
la. My appetite is somewhat less than usual
lb. My appetite is somewhat greater than usual
2a. My appetite is much less than before
2b. My appetite is much greater than usual
3a. I have no appetite at all
3b. I crave food all the time
19. Concentration
0.1 can concentrate as well as ever
1.1 can't concentrate as well as usual
2. It's hard to keep my mind on anything for very long
3. I find I can ~t concentrate on anything
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Dumelang

Code#

Dipotso tse di latelang di bua ka tumelo, semoa, boitekanelo jwa tlhaloganyo ya
baoki ba ba lebeletseng botsogo jwa balwetsi. Dipotso dingwe di botsa thata ka botshelo
jwa gago. O seka wa kwala leina la gago mo pampering e. Gololesega go tsaya karolo
mo dipatlisisong tse.
Karolo ya ntlha: Tsaya nako e se kae go tlatsa di potso tse dilatelang
2) Mosadi

1) Bong: Monna
2) Dingwaga
3) Seemo sa nyalo: 1. Ke nosi

3. Ke tlhadilwe

2. Ke nyetswe
4,Monna/mosadi o tlhokafetse

4) Bodumedi:
5) Madi ka ngwaga:
1.Ko tlase ga P5.000.00
2. P50.001-75.000
5. P20.001-50.000
go ya kwa go dimo

3. P5.000.01-20.000
4. P75.001-100.000
6. go tswa fa go PI00.001

6) O na le lobaka lo lo kae o tlhokometse molwetsi?
_________________dingwaga
_____

dikgwedi

7) Seemo sa thuto:
8) O dumela gore o na le bodumedi (semoa) se se kae?
Ka botlalo /hela thata
go le gonnye
ke bokoa

Lefa ele

ga kena karabo

8) O senya sebaka se se kae mo dilong tsa tumelo/semoa?
Gantsinyana
mo letsatsing
Gantsinyana
Gangwe mo bekeng
mo bekeng

Gantsinyana
mo kweding

Karolo 2:
Araba dipotso tse di latelang o lebile thata gore di go ama jang, e sale o simolotse go
tlhokomela molwetsi, yo o nang le bolwetsi jwa HIV/AIDS. Araba ka phuthologo ga
gona karabo e e gaisang e nngwe.

1) Ke lekile go tshela ntle le boleo

Lefa ele
1
2

Thata fela
3

4
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2) Go ineela dibe tsame

1

2

Lefa ele

3

4

Thata fela

3) Go rata ba bangwe mo go tsheleng game

1

2

3

4

4) Go ya dikerekeng kgotsa go tsamaya dilo tsa semoa

1

2

3

4

5) Go nna mo ditlhopeng tsa kereke (tsa thapelo, kgotsa go
ithuta baebela)
1

2

3

4

6) Ke thusa maloko a mangwe a kereke yame

1

2

3

4

7) Ke utlwa ke le kgakala le Modimo

1

2

3

4

8) Ke utlwa ke le kgalala le maloko a phuthego yame

1

2

3

4

9) Ke belaela bodumedi jwame

1

2

3

4

10) Ke engwe nokeng ke baruti

1

2

3

4

11) Ke engwe nokeng ke baphuthegi ka nna

1

2

3

4

12) Ke rapeletse dikgakgamatso mo Modimong

1

2

3

4

13) Ke sukasukana le Modimo gore a dire dilo botoka

1

2

3

4

14) Ke boditse Modimo gore a ruri o ntse o na le nna

1

2

3

4

15) Ke lebeletse lefatshe je lesha, gona le
mathata a lefatshe le

1

2

3

4

16) Ke leta Modimo go rarabolola mathata ame

1

2

3

4

17) Ke a rapela, kgotsa ke bala baebela go kokobetsa
tlhaloganyo yame ka nako ya mathata

1

2

3

4

Karolo3: Araba dipotso tse dilatelang, o etse tlhoko e sale jaaka molwetsi wag ago a
lemogwa ka bolwetse jwa HIV/A1DS
Lefa ele
1) Ke netse botshelo jwame botlhe mo tumelong

1

Thata fela
2

3

4
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2) Dikeletso tsame di ka ntatlha, ke seametswe
fela ke legodimo

1

2

3

4

3) Ke bone gore ke tlhokomologe keletso tsame
mme eke tshelele Modimo

1

2

3

4

4) Ke emisitse go leka go itlhokomela, mme
ke dire se Modimo a se batlang mo gonna

1

2

3

4

5) Ke lemogile gore lefatshe je ga le botlhokwa,
mme ke tla senya nonofo yame mo Modimong

1

2

3

4

6) Ke fularetse Modimo, mme ke tla tshela ka bogame

1

2

3

4

7) Dilo tsotlhe tsa lefatshe ga dina mosola,
ha e se nna ka nosi

1

2

3

4

8) Ke a itlhokomela, ke sa tshwengwe ke setho

1

2

3

4

9) Ke emisitse go tlhokomela botshelo
jwame le dilo tsa Modimo

1

2

3

4

10) Ga ke tsee dilo tsa tumelo tsia, ke lelekile monate fela 1

2

3

4

11) Ke latlhegetswe ke kgatlhego mo Modimong, batho ba bangwe,
le nna le sengwe le sengwe
1
2

3

4

12) Modimo o nkaetse gore botshelo ga bona mosola,
jalo ke lesitse go boleka

1

2

3

4

13) Ke lapisitswe ke Modimo le lefatshe,
jalo ke emisitse go kgathala

1

2

3

4

14) E rile ke sena go kaelwa ke Modimo ka fa
botshelo bo senang mosola ka gone, ka lesa gotlhe

1

2

3

4

15) Ke lisitse go tlhokomelaka dilo tse di kileng tsa bo
di le botlhokwa mo go nna (Modimo, kereke, le nna)

1

2

3

4

16) Go tloka bodumedi go ntereditse H1V/A1DS

1

2

3

4

17) Ke dumela gore ke otlhaetswe ke Modimo
dikakanyo tse di bosula

1

18) Go tsenwa ke HIV/AIDS ke tsela e Modimo
a nkaelang gore ke paletse

1

2

4

3

2

3

4
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19) Modimo ga a kake a letla seemo se kontle ga
e le nna ke dirileng gore go nne jalo

1

2

3

4

20) Ga ke sena Modimo ga kena thuso

1

2

3

4

21) Modimo o tla otlhaa baalefi

1

2

3

4

22) Ke kopile Modimo gore a utlwise ba bangwe
botlhoko e tie ba utlwe gore ke utlwang eng

1

2

3

4

23) Ke rapetse Modimo go otlhaya baleofi

1

2

3

4

24) Modimo o tla utlwisa ba dira dibe
bogale jwa gagwe

1

2

3

4

25) Ke teng ka gore ke dumela gore tiragalo e,
e tlaa nkatametsa gaufi le Modimo

1

2

3

4

26) Ga ke batle go utlwa ke ole moa ka gore tumelo yame
1
ya re gona le bo molemo go tsotlhe

2

3

4

27) Ga ke tshwengwe ke sepe ka gore mo
ke thata ya Modimo

1

2

3

4

28) Ga ke tshwenyege ka gope, Modimo
o na le mananeo a gagwe

1

2

3

4

29) Masika le ditsala ba buele le nna ka tsa tumelo
ka tsela e ke sa e ratang

1

2

3

4

30) Ke ngangile thata le masika le ditsala ka tumelo,
Modimo, le tsa semoa

1

2

3

4

31) Phuthego ga ya mpha thotloetso
ka nako ya letlhoko le legolo

1

2

3

4

32) Ke shakgetse jaana ka ga gona mophuthegi
ope yone a nkgomotsa

1

2

3

4

33) Ga ke dumalane le baruti bame ka tsa tumelo,
Modimo, le tsa semoa

1

2

3

4

34) Ga ke dumalane ka fa phuthego/kereke yame e
batlang ke le bagana le mathata ame ka teng

1

2

3

4
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35) Ga ke dumalane le baruti gore ba bo bare ke tsee
seemo same e le tshotlego ka ntlha ya tumelo yame

1

2

3

4

36) Ga ke dumalane le ka fa baruti ba batlang ke
tsaa seemo same ka teng

1

2

3

4

37) Ga ke dumalane le kereke gore ke eng
ke tsenwe ke HIV/AIDS

1

2

3

4

38) Ke shakgaletse Modimo o letlileng dilo tse di
maswe go ntiragalela

1

2

3

4

39) Ke shakgetse ka gore Modimo ga utlwa
merapelo yame

1

2

3

4

40) Ke makaletse gore a Modimo yo ke mo ratileng mo
go kana kana o ka nna setlhogo jaana

1

2

3

4

41) Ke dumela gore Modimo ga a ntsee sentle

1

2

3

4

42) Ga kitla ke itshwarela Modimo go letlelela
HIV/AIDS gonna teng

1

2

3

4

43) Ke ipoditse gore a e le ruri Modimo o teng

1

2

3

4

44) Ke na le dipelaelo ka tumelo

1

2

3

4

45) Ke utlwa e kare botshelo jwame jwa
tumelo bo mo tlhakatlhakanong

1

2

3

4

46) Kena le mathata a go bona kgomotso
mo dithutong tsa sedumedi

1

2

3

4

47) Ke nnile le dipelaelo ka tumelo yame

1

2

3

4

48) Ka ineela mo go rateng ga Modimo ka gore
ga go sepe senneng ke ka se dira se ka dira pharologanyo

1

2

3

4

49) Go letela sesupo sa gore Modimo a reng

1

2

3

4

50) Ke lesitse phuthego go rarabolola seemo

1

2

3

4

51) Ke itse gore Modimo o tla tokafatsa seemo
fa nka nna pelotelele

1

2

3

4
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52) Ke utlwile e kare fa Modimo a seo ga gona thuso

1

2

3

4

53. Ke tshephile gore Modimo ga a ka ke a letla
sepe se se maswe go ntiragalela

1

2

3

4

54. Ke ntse le maiphetlhelo a lorato le
tlhokomelo ya Modimo

1

2

3

4

55. Ke lemogile gore Modimo o na a batla go nnonotsha

1

2

3

4

56. Mo go Iweng le mathata a me ke ne ke kaelwa ke
Modimo

1

2

3

4

57. Ke lemogile gore ga go tlhoke gore ke sokole,
ka Jeso a ntshokoletse

1

2

3

4

58. Ke dirisitse Jeso jaaka sekai
sa gore ke tshele jang

1

2

3

4

59. Ke direle seng ka se kgonang, mme
mo ke sa go kgoneng ka neela Jeso

1

2

3

4

60. Tumelo ya me e nkaetse di tsela tse di farologanyeng
go lebagana le mathata

1

2

3

4

61. Go amogela gore seemo ga se mo mabogong a me,
se mo mabogong a Modimo

1

2

3

4

62. Ke ithutile sengwe mo Modimong mo tiragalong e

1

2

3

4

63. Modimo o nkaetse gore ke lebagane jang le seemo se

1

2

3

4

64. Ke dirisitse tumelo ya me go nthusa go lebagana le seemo 1

2

3

4

Karolo 4:
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Karolo e e dirilwe ka dipotso di le 21. Ka jalo bala ka kelotlhoko dipotso ts, o bo
o tlhopha karabo e le ngwe e go tlhalosang ka fa o e kutlwang ka teng mo bekeng tse pedi
tse di fitileng, go tsenya le gompieno. Lefa o ka utlwa e ka re dikarabo di a tshwana, leka
go segela fela e utlwang e ka re e go ama thata (Ke raya lepotso 16 le 18).
1. Bohutsana
0) Ga ke a fiitsafala
1) Nako e ntsi ke senya ke futsafetse
2) Nako tsotlhe ke futsafetse
3) Ke futsafetse mo leng gore ga ke itse kereng
2.

Kgobegamarapo
0) Ga ke a kgobega marapo ka bokamoso jwa me
1) Ke e kutlwa ke kgobegile marapo ka bokamoso jame go gaisa gale le gale
2) Ka solofele gore dilo di tla tshiamela
3) Ke utlwa bokamoso jwame bo sena tsholofelo, e bile dilo di tla tswelela di
le maswe

3. Gopalelwa mo ga nako e fitileng
0) Ga ke kutlwe e kare ke paletswe
1) Ke paletswe go gaisa jaaka ken eke tshwanetse
2) Fa ke leba ko morago ke bona go palelwa fela
3) Ke e ipona tota ke reteletswe gotlhe gotlhe
4. Go latlhegela ke monate
0) Ke natefelelwa ke dil tse di neng di tse di natefelela
1) Ga ke kgatlhegelo dilo jaaka pele
2) Ke itumelela go le gonnye dilo tse dineng dinkgatlha pele
3) Gwa pala gore ke bone monate mo dilong tse dineng dikgatlha
5. Go ipaya molato
0) Ga ke ipeye molato
1) Ke utlwa ke le molato mo dilong tse dintsi tse ke di dirileng kana tse ke
neng ke tshwanela ke go di dira
2) Mo nakong e ntsi ke ipaya molato
3) Nako tsotlhe ke ipaya molato
6. Maikutlo a go otlhaiwa
0) Ga ke e kultwe e kare ke a otlhaiwa
1) Ke e kutlwa e kare ke a otlhoiwa
2) Ke solofetse go otlhaiwa
3) Tota ke a otlhaiwa
7. Go e kila
0) Ga gona pharologanyo ka fa ke itebelelang ka teng
1) Ga kena tshepho mo go nna
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2) Ke tlhabisa ditlhong
3) Ga ke ithate
8. Go ikgala
0) Ga ke ikgale kana ke ipaa molato go gaisa nako tsotlhe
2) Ke ikgala go gaisa nako tsotlhe
3) Ke ikgala mo diphosong tsotlhe
9. Keletso tsa go fedisa botshelo jame
0) Ga kena dikakanyo tsa go fedisa botshelo jwame
1) Kena le dikakanyo tsa go fedisa botshelo jwame, mme ga kena go dira
jalo
2) Ke batla go ipolaya
3) Ke ka ipolaya fan ka bona sebaka
10. Go lela
0) Ga ke sa tlhole ke lela
1) Ke lela go gaisa nako tsotlhe
2) Gare ke lele, mme gwa pala
3) Ke lelela dibaka fela
11. Go tlhoka go e ketla mo moeng
0) Ga ke dintho mo moeng go gaisa nako tsotlhe
1) Ke utlwa ke le dintho mo moeng go gaisa nako tsotlhe
2) Ke fiiduegile moa mo e leng gore go thata go nna fela
3) Ke fiiduegile moya mo e leng gore ke dira se lele se le
12. Go latlhegelwa ke kgatlhego mo dilong
0) Ga ke a latlhegelwa ke kgatlhe mo bathong ba bangwe, kana dilong
1) Ken a le kgatlhego e nnye mo bathong kana dilo tse ke n eke di
kgatlhegela
2) Ke latlhegetswe ke kgatlhego e e ntsi mo bathong le dilong
3) Go bokete go kgatlhegela sepe hela
13. Go palelwa ke go dira ditshwetso
0) Ga ke na mathata a go dira ditshwetso
1) Ke na le mathata a go dira ditshwetso jaanong
2) Ke na le mathata a matona a go dira ditshwetso
3) Ga ke kgone go dira di tshwetso dipe fela
14. Go ikutla ke se motho wa sepe
0) Ga ke inyatse
1) Ke a inyatsa j aanong
2) Ke utlwa ke se motho wa sepe fa ke itshwang-tshanya le ba bangwe
3) Ke bona ke sepe gotlhe -gotlhe
15. Go latlhegelwa ke nonofo
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0)
1)
2)
3)

Ga ke na mathata a nonofo
Ke na le nonofo e nnyenyane gona le nako tsotlhe
Ga ke na nonofo go dira mo go golo
Ga ke na nonofo go dira sepe fela

16. Phetogo mo borokong
0) Ga gona phetogo mo borokong jwame
la. Ke robala go sekae go gaisa nako tsotlhe
lb. Ga ke robale go sekae go gaisa nako tsotlhe
2a. Ke robala thata go gaisa nako tsotlhe
2b. Ga ke robale that go gaisa nako tsotlhe
3 a. Ke robala thata mo tsatsing
3b. Ke tsoga 1-2 (oura) mme e bo go pala gore ke robale
17. Go kgopisega
0) Ga gona pharologanyo mo go tenegeng game
1) Ke tenega ka bofefo go gaisa nako tsotlhe
2) Ke tenega that go gaisa gale le gale
3) Nako tsotlhe ke a tenega jaanong
18. Phetogo mo go jeng
0) Ga gona phetogo mo go jeng game
la. Go eletsa dijo go kotlasenyana go na le nako tsotlhe
lb. Keletso yame ya dijo e ko godimo go gaisa gale
2a. Keletso ya dijo e kotlasenyana go gaisa gale
2b. Keletso ya dijo e ko godimo go gaisa gale
3a. Ga ke eletse dijo le e seng
3b. Ke eletsa dijo nako ngwe le ngwe
19. Go iteega tsebe
0) Ga ke iteege tse go gaisa nako tsotlhe
1) Ke iteega tsebe go gaisa nako tsotlhe
2) Gake kgone go reetsa lobaka ke sa iteege tsebe
3) Ga ke kgonne go tlhoafala mo go sep eke sa iteege tsebe
20. Letsapa
0) Ga gona pharologanyo mo letsapeng la gale le gale
1) Ke lapa go gaisa gale le gale
2) Ke lapa thata go dira dilo tse ke tshelang ke di dira
3) Ke lapa thata thata go dira dil tse ken eng ke tshela ke di dira

21. Go latlhegelwa ke kgatlhego mo go tsa dikobo

83
0)
1)
2)
3)

Ga ke lemoge phetogo epe mo go kgatlhegeleng dikobo
Ke na le keletso e le nnyennyane mo go tsa dikobo go gaisa nako tsotlhe
Ga ke na kgatlhego mo dikobong
Ke latlhegetswe ke keletso ya dikiobo gotlhe gotlhe
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Dear Survey Participants:

Code#

The questions in this survey will cover how you have been feeling in the last
week. Please do not put your name anywhere on this survey so that it will protect your
identity.

BRIEF SYMPTOM INVENTORY [BSI] 18

INSTRUCTIONS: Below is a list of problems people sometimes have. Read each one
carefully and mark the option that best describes how much that problem has bothered or
distressed you during the last 7 days, including today. Do not skip any items.
How much were you distressed by:
1. Faintness or dizziness
Not at all

Quite a bit

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

Quite a bit

A little bit

Moderately

Extremely

Quite a bit

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

Quite a bit

A little bit

Moderately

Extremely

Quite a bit

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

2. Feeling no interest in things
Not at all

Quite a bit

3. Nervousness or shakiness inside
Not at all

Quite a bit

4. Pains in heart or chest
Not at all

5. Feeling lonely
Not at all

6. Feeling tense or ‘keyed-up’
Not at all

Quite a bit

7. Nausea or upset stomach
Not at all

8. Feeling blue
Not at all

9. Suddenly scared for no reason
Not at all

Quite a bit
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10. Trouble getting your breath
Not at all

Quite a bit

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

A little bit

Moderately

Extremely

Quite a bit

A little bit

Moderately

Extremely

Quite a bit

A little bit

Moderately

Extremely

11. Feelings of worthlessness
Not at all

Quite a bit

12. Spells of terror or panic
Not at all

Quite a bit

13. Numbness or tingling in parts of your body
Not at all

Quite a bit

14. Feeling hopeless about the future
Not at all

Quite a bit

15. Feeling so restless you can’t sit still
Not at all

Quite a bit

16. Feeling weak in parts of your body
Not at all

Quite a bit

17. Thoughts of ending your life
Not at all
18. Feeling fearful
Not at all
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Dikai Ka Bokhutshwane
Ditaelo: Fa tlase ke raathata a batho ba tie ba nne le one. Bala potso nngwe le nngwe ka
kelotlhoko mme o bo o tlhopha ee tlhalosang botoka bothata jo bo go tshwentseng kana
jo bo go amileng mo malatsing a supa aa fltileng. Araba dipotso tsotlhe.
O tshwentswe go le kae ke:
1. Tsibikelo kana sedidi
Lefa ele_
Go sekae
thata/phetelelo

Go le go nnye

Go lehgare

Ga ntsi

Go le go nnye

Go lehgare

Ga ntsi

3. Go tshoga kana go tlokoma maikutlo (maikutlo aa sawelang)
Lefa ele
Go sekae
Go le go nnye
Go lehgare
thata/phetelelo

Ga ntsi

4. Ditlhabi mo pelong kana mo sehubeng
Lefa ele_
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

5. Maikutlo a bodutu
Lefa ele_
thata/phetelelo

Go le go nnye

Go lehgare

Ga ntsi

6. Go ikutlwa o gagametse mmele kana o kwatlaletse
Lefa ele
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

7. Go heroga sebete kana mala a tlhakatlhakane
Lefa ele
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

8. Maikutlo a babarase (Maikutlo a a kotlometseng)
Lefa ele
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

9. Poifo ya tshoganetso go sena mabaka
Lefa ele__
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

10. Bothata le go hema ekete o a hupela
Lefa ele
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

2. Go tlhoka kgatlhego mo dilong
Lefa ele
Go sekae
thata/phetelelo

Go sekae
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11. Go ikutlwa ekete ga o na mosola
Lefa ele_
Go sekae
thata/phetelelo

Go le go nnye

Go lehgare

Ga ntsi

12. Letshogo ha le le hale
Lefa ele_
Go sekae
thata/phetelelo

Go le go nnye

Go lehgare

Ga ntsi

13. Bogatsu mo ditokololong tsa mmele wa gago
Lefa ele
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

14. Go ikutlwa o sena tsholofelo ka isago
Lefa ele
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

15. Go sa iketla maikutlo mo o palelwang ke go nna fela
Lefa ele
Go sekae
Go le go nnye
thata/phetelelo

Go lehgare

Ga ntsi

16. Go ikutlwa bokoa mo ditokololong tsa mmele wa gago
Lefa ele
Go sekae
Go le go nnye
Go lehgare
thata/phetelelo

Ga ntsi

17. Kakanyo ya go ipolaya kana go fetsa botshelo jwa gago
Lefa ele
Go le go nnye
Go lehgare
Go sekae
thata/phetelelo

Ga ntsi

18. Go ikutlwa o tshogile
Lefa ele
Go sekae
thata/phetelelo

Ga ntsi

Go le go nnye

Go lehgare
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Loma Linda University
California, U.S.A
INFORMED CONSENT

Dear Caregivers and Patients;
You have been invited to participate in a research study looking at the religion and health
of caregivers of patients living with HIV/AIDS to see if there are any ways we might
better understand and assist caregivers and the patients.
Purpose
The puipose of the health and religion project is to ask people about their religious beliefs
and their mental or physical health. Some studies suggest that religious beliefs and
mental health may be associated with each other and this may be important for people
who care for individuals who experience health problems. It is hoped that the findings of
this study will help to develop effective interventions to improve quality of life for
caregivers; and also to raise awareness that there is a need for therapists and other
professionals to understand the potential interaction between religious coping and caring
for persons with health problems.
Procedures
With your consent, you will fill out the questionnaires either at home or at the clinic. The
questionnaires ask your opinion on your religious beliefs, and mental and physical health.
Your participation in the study will take approximately 45 minutes. This is what you will
be asked to do if you participate:
1) Reading this consent form
2) Filling out the questionnaires
3) Returning the questionnaires to the investigator
Risks
You are asked not to put your names on any of the forms so that the information you
provide will be anonymous. No effort will ever be made to identify you. We do hope
that since you can not be identified that you will carefully answer the questions honestly.
Some of the questions asked may be personal and may cause some minimal discomfort.
However, you may skip a question or stop at any time if you feel very uncomfortable
with the questions. Below is the name of a counselor should you need any one to talk to
regarding the discomfort from answering the questions in this study.

Page 1 of2
Benefits
There are no benefits to you in regards to money or rewards. However, you may become
aware of things that are important for you to do to feel better about your life by having
answered the questions. Furthennore, the data gathered in this study will be used to
understand the needs of caregivers in future prevention and intervention.
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Confidentiality
Since names are not needed in this study, the information collected is anonymous. Please
do not write your name on the questionnaire.
Additional Costs
There is no cost to you for participating in this study.
Reimbursement
There is no reimbursement or inducements for participating in this study.
Impartial Third Party Consent
If you wish to contact an impartial third party not associated with this study regarding
any complaints you may have about the study, then you may contact the Botswana
Ministry of Health at telephone number 3914697 for information and assistance.
Informed Consent
Once you have read the contents of this informational letter, your completion of the
questionnaire will indicate your voluntary consent to participate in this study. Please
keep this letter for your future reference. If you felt uncomfortable after completing the
questionnaires you may call Lezzy Busang who has agreed to provide free counseling
when needed. She is employed by Botswana government, and has MA in community
counseling. Her contact number is 3552819 (University of Botswana). You may also
call the study investigator, Boitumelo Rakwena, at local number (5440578) if you have
additional questions or concerns.
Thank you so much for your participation,

Kiti Freier, Ph.D.
Associate Professor of Psychology & Pediatrics
Loma Linda University

Boitumelo Rakwena, Graduate Psychology Student
Loma Linda University, Psychology Department
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Loma Linda University
California, U.S.A
INFORMED CONSENT

Dumelang Baoki le Balwetsi
O la laditswe go tsaya karolo mo patlisisong e e lebeletseng botsogo ba semoa, mmele le
tlhaloganyo mo balwetsing ba ba nang le mogare wa HIV/AIDS le baoki ba bone, gore re
tie re bone gore a gona letsela e re ka tlhaloganya botoka le go thusa baoki le balwetsi.
Maikaelelo
Maikaelelo a patlisiso ya botsogo le semoa ke go botsa batho ka tsa tumelo, botsogo jwa
mmele le tlhaloganyo (maiphitlhelo a bone). Dithuto di lemogile gore tsa tumelo le
botsogo ja tlhaloganyo di a tshwaraganye. Ka jalo, se seka nna botlhokwa mo bathung ba
ba tlhokomelang ba ba Iwalang. Re solofela gore maduo a patlisiso e a tla thusa gore re
bone ka fa re ka thibelang mathata a lebaneng balwetsi le baoki ba bone, gore re tie re
tokafatse matshelo a bone.
Tsamaiso
Ka tumalano ya gago, o tla tlatsa dipotso ko lapeng kana ko bookelong. Dipotso tse di
batla miphetlhelo a gago mabapi le tsa semoa, botsogo mmeding le tlhaloganyo. O tla
tsaya metsotso e le 45. Fa o dumalana o tla kopiwa go dira tse di latelang:
1) Bala tumalano ya pampiri e
2) Tlatsa dipotso
3) Di busetse ko motlhotlhomising
Mathata
O kopiwa gore o sa kwale leina la gago mo dipampiring dipe fa o araba dipotso gore
gone sephiri. Ga o na go batliwa gope. Re dumela gore ka gore re tla tshegetsa sephiri
ka go tlhoka go kwala leina la gago gope o tla araba dipotso tse ka boikanyego. Dingwe
tsa dipotso di kana a bo e le sephiri sag ago, ka jalo o sa gololega go di araba. Fa o e
kulwa jalo o gololesegile go tlola o yak o potsong e ngwe. Fa tlase o tla bona leina la
motho yo o ka go gakololang fa o na le mathata ka dipotso tse.
Katso
Ga gona katso epe e e amanang le tsa madi kapo dituelo. Lefa gontse jalo o tla lemoga
dilo tse di botlhokwa tse o tshwanelang ke go di dira go tokafatsa botshelo jag ago. Kitso
ya patlisiso e e tla dirisiwa go tla ka mananeo a tla thusang balwetsi le baoki ba bone.
Tsebe 1
Sephiri
Ka gore go kwala leina ga tlhokafela mo patlisissong e, ke gone ka fa re tshegetsang
sephiri ka gone. Ka tswee-tswee se kwale leina la gago mo dipampiring tsa dipotso tse.
Tlhotlhwa va go tsaya karolo
Ga o senyegelwe ke sepe go tsa karolo mo patlisisong e.
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Poelo mabapi le tsa madi
Ga o boelwe ke sepe mabapi le tsa dithoto.
Boikuelo
Fa e le gore o batla go ikuela mabapi le patlisiso e, bona ba Botswana Ministry of Health
(mogala ke 3914697) ba tla go thusa.
Tumalano
Fa o sena go bala tumalano ya lokwalo lo, o bo o tswelela o araba dipotso go supa gore o
tlhopile go tsaya karolo mo patlisisong e. O seka wa latlha lokwalo lo o tlo o lo dirise fa
lo ka batlafala. Fa e le gore ga wa tseega sentle o sena go araba dipotso bona Lezzy
Busang. O dumalane go fa dikgakololo. Lezzy o firilwe ke goromente wa Botswana,
mogala wa gagwe ke 3552819 (University of Botswana). O ka bitsa gape motlhomisi wa
patlisiso e, Boitumelo Rakwena (5440578), fa o na le dipotso kana ngongorego.
Re lebogela karolo ya Iona,
Kiti Freier, Ph.D
Associate Professor of Psychology & Pediatrics
Loma Linda University

Boitumelo Rakwena, Graduate Psychology Student
Loma Linda University, Psychology Department

Tsebe 2

Appendix E: Recruitment FIyer

94

95
How patients and their caregivers are Coping

Loma Linda University
with permission from
Botswana Ministry of Health
is conducting an important study.
We are looking for persons with HIV/AIDS and their caregivers to participate in a study
that will look at coping and physical/mental health.
This study asks that both the patient and your caregiver fill out a couple of surveys.
It will take approximately 45 minutes to complete the study.
This study does not ask for your name or any identifying information making it
anonymous.
This is a voluntary study; however, we see it as an important study so we hope that you
will participate because we need your help.
We hope that this study will help health professionals to better understand/help patients
and caregivers of patients with major illnesses

Please let your doctor know if you are interested so we may contact you.
Names (patient)
Names (caregiver)
Contact Information
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Botswana Ministry of Health
E tsaya karolo mo patlisisong e botlhokwa

Re batla balwetsi ba ba nang le HIV/AIDS le baoki ba bone go tsaya karolo mo patlisong
e e lebeletseng botsogo jwa semoa, tlhologanyo le mmele.
Patlisiso e e kopa gore wena molwetsi le motlhokomedi wag ago le tlatse dipotso. Di tla
tsaya metsotso e le 45 go di fetsa.
Patlisiso e, ga e tlhokane le leina la gago, ka gore re leka go tshegetsa sephiri sa gago. Ga
o patelesege go tsaya karolo,lefa gone re bona go le botlhokwa thata gore o tseye karolo.
Re solofela gore patlisiso e e tla thusa ba bongaka le barutegi go tlhaloganya/go thusa
balwetsi le baoki ba ba nang ke malwetsi a sa a lafesegeng

Tswee-tswee e tsise ngaka kana mooki fa o na le kgatlhego re tie re go bone

Names (patient)
Names (Caregiver)
Re ka go bona kae
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Histograms

Histogram 1: Good deeds scores
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Histogram 3: Spiritually based coping scores
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Histogram 4: BDI scores
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Histogram 5: Discontent scores
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Histogram: 6 Plead scores
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Histogram 7: Religious Avoidance scores
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Histogram 8: Somatization scores
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Histogram 9: Depression scores
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Histogram 10: Anxiety scores
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Histogram 11: Global Symptom scores
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Histogram 12: Wrong Roads score
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Histogram 13: Wrong direction scores
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Histogram 14: Against the Wind scores
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Scatter Plots

Scatter Plot 1: Hypothesis 1: The relationship between Goods and BDI
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Scatter Plot 2: Hypothesis 1: The relationship between Interpersonal religious
support and BDI
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Scatter Plot 3: Hypothesis 1: The relationship between Spiritually based coping
and BDI
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Scatter Plot 4: Hypothesis 2: The relationship between discontent and BDI
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Scatter Plot 5: Hypothesis 2: The relationship between Plead and BDI
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Scatter Plot 6: Hypothesis 2: The relationship between Religious avoidance and
BDI
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Scatter Plot 7: Hypothesis 3: The relationship between Wrong direction and GSI
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Scatter Plot 8: Hypothesis 3: The relationship between Wrong roads and GSI
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Scatter Plot 9: Hypothesis 3: The relationship between Against the wind and GSI
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Scatter Plot 10: Median split for Exploratory Analysis:
The relationship between Good deeds and BDI
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Scatter Plot 11: Median split for Exploratory Analysis:
The relationship between Good deeds and BDI
BDIgroup: 2.00
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Scatter Plot 12: Median split for Exploratory Analysis:
The relationship between Interpersonal religious support and BDI
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Scatter Plot 13: Median split for Exploratory Analysis:
The relationship between Interpersonal religious support and BDI
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Scatter Plot 14: Median split for Exploratory Analysis:
The relationship between Spiritually based coping and BDI
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Scatter Plot 15 Median split for Exploratory Analysis:
The relationship between Spiritually Based coping and BDI
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Scatter Plot 16: Median split for Exploratory Analysis:
The relationship between Discontent and BDI
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Scatter Plot 17 Median split for Exploratory Analysis:
The relationship between Discontent and BDI
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Scatter Plot 18: Median split for Exploratory Analysis:
The relationship between Against the wind and GSI
GSIgroup: 1.00
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Scatter Plot 19 Median split for Exploratory Analysis:
The relationship between Against the wind and GSI
GSIgroup: 2.00
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